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Abstract 
In Vietnam, as in many other countries of the Global South, ethnic minorities have a relatively high 
morbidity and mortality rate connected to reproduction, primarily explained by a high proportion of 
home deliveries. Due to the disparities in health, the United Nations People Foundation1 (UNFPA) 
and the Ministry of Health (MOH) have initiated a health promotion programme, where women 
from ethnic minorities are educated in midwifery skills to strengthen reproductive health locally. 
 
The aim of the thesis is to investigate from which health perspective the ethnic midwives implement 
UNFPA/MOH policies of reproductive health and how this health promotion initiative influences 
perspectives and practices of reproductive health. My focus is on a local context and on a specific 
group of Hmong women and ethnic midwives working in Meo Vac2 in Northern Vietnam, to 
examine the complexity of the field of tension between local birth culture and the state intervention. 
With point of departure in three levels, I investigate how the Hmong women perceive their 
reproductive health in relation to the Vietnamese health sector, which provides the education of the 
ethnic midwives and how the ethnic midwives approach this challenge. The three levels are 1) the 
state, represented by the UNFPA and the MOH 2) the ethnic midwives and the local health system 
and 3) the local Hmong women of Meo Vac. 
 
As the theoretical and methodological basis, I apply the reflexive, sociological apparatus of Pierre 
Bourdieu, including the concepts of field, position, habitus, capital, and practice. In the analysis, the 
field is constructed as a system of positions, which are interconnected and become meaningful in 
relation to other positions. Thereby, focus is on how certain positions come to dominate the field of 
reproductive health among the Hmong. The empirical foundation of the study evolves primarily 
around semi-structured interviews conducted in respectively Hanoi, Ha Giang (the provincial 
capital), and Meo Vac with official representatives, health personnel, including ethnic midwives, 
and Hmong women. Furthermore, I supplement my empirical data with relevant articles on the 
matter, although little has been written about it. 
 
                                                
1 UNFPA addresses population and development problems with focus on gender equality and reproductive health 
(UNFPA 2014d). 
2 Meo Vac is a rural district in the Ha Giang Province, contiguous to the Chinese border. The district covers an area of 
580 km2 and has a population of approximately 60.000. 
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I conclude that the political position to a large extent approaches reproductive health promotion 
among the ethnic minorities in correlation with a medical model, which also frames the education 
and work of the ethnic midwives. The ethnic midwives are to define independently how to include 
local culture and norms, which they to a large extent fail to embrace. My study identifies – as 
something new – that the Hmong women of Meo Vac primarily construct their birth perspectives 
and practices from the strong position of the ethnic midwife, distanced from local birth culture and 
norms. 
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Integrating the disciplines - health promotion and international 
development studies 
Throughout my master studies I have been rather determined on my thesis focus, which develops 
from an interest in reproductive health promotion and international development. Therefore, the 
interdisciplinary approach was from the very beginning obvious to me because it combined my 
background as a midwife with my university studies. My thesis reflects a long process of 
developing and framing my investigation. It unites health promotion and international development 
in a meaningful combination reflected in my methodological and theoretical choices. During the 
process, I have continuously reflected over my application of both disciplines, nevertheless, they 
have been represented constantly as my thesis evolves around a development project with focus on 
reproductive health promotion. 
 
Both disciplines apply the sociological toolbox, why it is not necessary thoroughly to explain and 
justify my main theoretical choice. I have been introduced to Pierre Bourdieu’s theoretical 
apparatus both at Health Promotion and International Development Studies, and employing his 
theory has been a meaningful choice to accommodate my investigation. 
 
Processing a health promotion initiative from different angles, which includes the policy level and a 
health promotion strategy, covers the Health Promotion-dimension. Furthermore, an essential aspect 
of this thesis is how different agents are affected by this specific health promotion strategy. I 
approach the complex problem by including the political level, the health system level and the local 
level. 
 
The International Development-dimension is covered by processing a development strategy, which 
is commenced as a result of inequality in health. I approach a development strategy from a political 
level and analyse how this development process influences different layers in the social arena and 
alter perspectives and practices. The development strategy is nationally embedded but is clearly 
influenced by international institutions and international health discourses. This thesis focuses on a 
local context but the analysis and the results are useful reflections in other social contexts and 
development projects.  
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Abbreviations 
MCNV: Medical Committee Netherlands Viet Nam 
MDG: Millennium Development Goals 
MOH: Ministry of Health 
UNFPA: United Nations Population Fund 
WHO: World Health Organization  
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Concepts  
 
Health: I lean against the WHO definition of health as “a state of complete physical, mental and 
social well-being, and not merely the absence of disease or infirmity” (WHO 2014c). 
 
Reproductive health: This concept usually indicates all reproductive processes, functions and 
systems at all stages in life. “Reproductive health implies that people are able to have a 
responsible, satisfying and safer sex life and that they have the capability to reproduce and the 
freedom to decide if, when and how often to do so” (WHO 2014c). In this report, I apply the 
concept exclusively to comprise the process of women to go safely through pregnancy and 
childbirth with the best chance of having a healthy infant (WHO 2014c). 
 
Ethnic midwife: Local Hmong woman (or women from other ethnic minorities), who has 
completed an education in midwifery skills of 6, 9, 12 or 18 months and afterwards work in her 
local setting. The education does not equate the normal midwifery education.  
 
Traditional midwife: Autodidact midwife working in her local social setting. 
 
Morbidity: refers to the proportion of sickness or to a specific disease among a population in a 
geographical locality (WHO 2014d).  
 
Mortality: is defined as incidence of death in a population (WHO 2014d).  
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A few facts on Vietnam 
Population: 94 million inhabitants - 86% Kinh, 14 % ethnic minorities (estimate 2014) 
Workforce: 53% 
Religion: Buddhism, traditional religions, Catholicism, Protestantism 
Official language: Vietnamese 
Government: Consists of members of the communist party  
Governance: One-party system 
Area: 329.560 km2 
Urban residents: 31% 
GNP/capita 4000 US$ (2013) 
(Source: Central Intelligence Agency 2014) 
 
 
 
Map of Vietnam 
(Source: Centers for Disease Control and Prevention 2014) 
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Introduction 
 
“Birth, like death, is universal, but the way that it is experienced, interpreted and 
explained is not” (Vincent Priya, 1990: 5/Rice 2000: 87). 
 
Through the documentary The Mountain Midwifes of Vietnam (2011) made by documentary 
filmmakers Nick Ahlmark and Thomas Maresca, I became aware of the allegedly high child- and 
maternal mortality rate connected to pregnancy, birth and the postnatal period among the ethnic 
minority group of the Hmong. However, the interesting aspect of this film from my perspective – 
and I am myself a midwife – was the initiative of the ‘mountain midwives’. Local women are 
educated in midwifery skills to strengthen the reproductive health locally, and this initiative seemed 
innovative and creative. I have earlier worked with maternity in Vietnam and I am aware of the 
general decrease in child- and maternal mortality through the last decades among the ethnic 
Vietnamese, which is primarily due to more women giving birth in local health centres or hospitals 
as opposed to earlier home deliveries. The initiative raised my curiosity because the ethnic 
midwives are to work according to state policies as well as obtaining meaningful relations to the 
local women. 
 
In 1989 the socialist Vietnamese state initiated a reform process of the health sector as part of the 
reform program Doi Moi pursuing the socialist objective of universal health coverage, which 
included a process of modernising reproductive technology through a Western-oriented approach 
(Målqvist et al. 2013a: 254; Gammeltoft & Nguyên 2007: 2250; White et al. 2012: 869). Especially 
in recent years Vietnam has had an increased focus on the development of different public sectors 
including the health sector. There is profound focus on enhancement and efficiency progress in the 
health sector and efforts are made to improve conditions concerning reproductive health (Målqvist 
et al. 2013a: 254; White et al. 2012: 869). Pregnancy and birth is by the Kinh people, which is the 
largest ethnic population group in Vietnam, to a large degree perceived as a medical condition, 
which requires technical support (White et al. 2012: 870).  
 
Even though it seems efforts are being made concerning health promotion, several reports and 
statistics show that there are huge social and regional differences in morbidity and mortality related 
to reproduction (UNFPA 2014a; Central Population and Housing Census Steering Committee 
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2010). The mortality rate is evidently higher in the mountainous area of the North among the ethnic 
minorities, while morbidity also is relatively higher, however difficult to estimate. On a national 
level 22 out of 1000 children die before the age of five years (Globalis 2014), whereas among the 
Hmong – according to UNFPA report – the child mortality is 77 out of 1000, most related to 
pregnancy, birth and the postnatal period (UNFPA 2014a). A UN report evaluating the health 
achievements obtained in relation to the Millennium Development Goals emphasises that even 
though national improvements have been made, campaigns on reproductive health are ineffective 
among ethnic minorities (The Voice of Vietnam 2014).   
 
The majority of the Hmong women give birth in their home setting assisted by a traditional 
autodidact midwife. According to several sources the birth is carried out in accordance to customs, 
which are embedded in believes that human existence is linked to spirits and religious cosmologies 
(Rice 2007; UNFPA 2008: 4). According to UNFPA the high mortality rate is closely connected to 
the fact that the Hmong women give birth at home (UNFPA 2014b). With point of departure in this 
understanding the Vietnamese state (Ministry of Health) in cooperation with UNFPA in 2007 
initiated an education programme3 of local Hmong women in Northern Vietnam4 (as well as women 
from other minority groups). The education programmes have durations of 6, 9, 12 or 18 months 
and focus on theoretical and clinical biomedical obstetrics to enable the ethnic midwives5 – as they 
are nicknamed – to provide antenatal care such as information, examination and visitation as well as 
birth attendance locally in their home setting.  
 
The aim of this thesis is to investigate how the health promoting initiative of the ethnic midwives 
influences the perception and practices of reproductive health among the Hmong. As such to 
investigate how carrying out UNFPA/MOH programs locally is affecting reproductive health, and 
to investigate how people understand these initiatives and if/how they are making an impact upon 
Hmong-women’s ideas about reproduction. In this report my attention is focused on a local context 
and on a specific group of Hmong women and ethnic midwives working in Meo Vac in Northern 
Vietnam to comprehend the complexity of the social arena, which constitutes the field of tension 
between the local birth culture and the state intervention. Present study among local Hmong women 
                                                
3 Economically supported both by the MOH and the UNFPA. 
4 The education program was initiated in 1998 in Tu Dzu Hospital, Ho Chi Minh City and in Northern Vietnam in 2007. 
5 In the documentary the designation ’mountain midwives’ is applied, however, I use the concept ’ethnic midwives’, 
which is applied by the UNFPA and the different health institutions. 
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suggests that even though they gave birth at home, they were not deeply attached to their cultural 
customs and norms and moreover, they had a profound confidence in the Vietnamese Health 
System. Several of the women would prefer to give birth with an ethnic midwife or a health worker 
rather than with their mother in law as accordance to custom. As such my interviews shed light on a 
possible change in the perceptions of pregnancy, birth and the postnatal period among these Hmong 
women as a possible consequence of the knowledge they have obtained through the ethnic midwife. 
 
 
Map of Northern Vietnam including Meo Vac (indicated with an A) and Ha Giang 
(Source: Google Maps 2014) 
 
The health promotion strategy is interesting because it has the possibility to alter the morbidity and 
mortality rate. However, it is questionable if the initiative on an overall basis is targeting the effort 
due to the possible discrepancy between UNFPA/MOH perception and the actual local knowledge 
among the Hmong on reproductive health. My results are relevant in a broader development context 
because they focus on how reproductive health is perceived on a political level and in the health 
system and how this influences the construction of health in a local social context possibly altering 
existing practices. This way of investigating health promotion, as a field of tension, is applicable in 
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many social contexts and shed light on the possible challenges in the dichotomy of health 
perceptions.  
 
I approach this problem by investigating how the Hmong-women perceive their reproductive health 
in relation to the Vietnamese health sector, which provides the working frame and the education of 
the ethnic midwives. Furthermore, to by examining how the ethnic midwives approach this 
presumed challenge. To simplify, I aim at focusing on three perspectives:  
 
1) The state and policies – this perspective is an analysis of the health promotion strategy; that 
is, the educational background of the ethnic midwives, which frames the initiative and 
determines the direction of how to health promote. 
2) The ethnic midwives and the local health system – this perspective illustrates how an overall 
political, health promotion strategy is interpreted and disseminated locally.  
3) The Hmong women – this perspective sheds light on the health promotion strategy and how 
it affects the perceptions of reproductive health among the target group, which are the 
Hmong women. 
 
Through a field analytical perspective this thesis aims at illuminating how a political initiative 
influences local reproductive health perceptions and practices, why the problem statement is as 
follows: 
Problem statement:  
From which health perspective do the ethnic midwives of Meo Vac, Vietnam, implement 
UNFPA/MOH policies of reproductive health and what impact does this health promotion 
initiative have on the local practices and perceptions on reproductive health among the Hmong-
women who are subject to these policies? 
 
To unfold the problem statement, I have formulated the following questions: 
 -­‐ How does the political health promotion strategy performed by the MOH and the UNFPA 
seek to accommodate the challenge of reducing morbidity and mortality? 
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-­‐ How is the overall political strategy interpreted and performed among the ethnic midwives 
and local health staff? -­‐ How does the initiative affect the Hmong women in relation to their perceptions of 
reproductive health, and how does this influence health practices? 
 
My theoretical and methodological approach will take point of departure in the reflexive, 
sociological apparatus of Pierre Bourdieu. I apply his view on ‘field’ as a system of positions, 
which are interrelated and become meaningful in relation to other positions within the field 
(Bourdieu 1993b: 71-73) to investigate the dynamics of power in a field of tension where the health 
promotion initiative of the ethnic midwives interacts with the social life of the Hmong.  
 
The empirical foundation of the study evolves around semi-structured research interviews 
(Appendix III) conducted in respectively Hanoi, Ha Giang (the provincial capital), and Meo Vac. 
This approach is beneficial when working with subjective and delicate matters such as reproductive 
health because the semi-structure offers an interaction between the researcher and respondent 
within some structure that also leaves open the possibility for new themes to emerge (Brinkmann & 
Tanggaard 2010; Kvale & Brinkmann 2009). I interview ethnic midwives, Hmong women who 
have given birth recently and conduct interviews with representatives of the UNFPA in Hanoi, 
health centre in Ha Giang and Meo Vac and community health station in Meo Vac. Furthermore, I 
have made observations during my stay among the Hmong in Meo Vac to add nuances to my 
interview findings and because observations concerning non-linguistic behaviour give meaning to 
the words (Angrosino & Mais de Pérez 2005). I supplement my empirical data with relevant articles 
and books on the matter of reproductive health among the Hmong. The material is sparse and thus 
my own empirical data will be the fulcrum of the thesis. 
 
Delimitations  
In the process of understanding how health perceptions and practices among the Hmong women are 
constructed, I do not seek to evaluate these but rather illuminate the interconnections, dynamics and 
power-relations, which are determining them. This aspect seems to challenge me – I suppose due to 
my background as a midwife where evaluation and diagnosis is crucial – a fact, which I constantly 
have been aware of. 
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My approach evolves around a field analysis from where different subjects emerge. It could have 
been relevant to include sub-themes such as gender and ethnicity more theoretically. I have decided 
not to due to my focus on power-relations, nevertheless the themes have been touched upon and 
both seem essential to the investigated problem. 
 
Multiple health determinants clearly have an impact on reproductive health among the Hmong, such 
as level of education and distance to health centre. Some of these are addressed but they do not 
contribute with a significant role in the analysis. This is not to neglect the importance of health 
determinants, but instead it reflects the perspective from where I investigate the problem. 
Nonetheless, certain health determinants are included in the discussion due to their structural 
importance. 
 
My choice of respondents reflects the investigation frame both in time and possibilities. It would 
have been meaningful to include a broader variation of Hmong women and thus possibly obtain a 
wider representation of perceptions of reproductive health, but to be allowed to conduct empirical 
data in socialist Vietnam is a challenge, and I am privileged to have gotten this far.  
 
Language barriers have limited my access to studies conducted in Vietnamese – studies, which 
possibly could have supplemented my analysis and provided nuances and new dimensions to my 
results. 
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Reader’s guide 
In the introduction, I have illuminated my inspiration and idea about this thesis and briefly 
introduced the empirical and structural context, which frames the problem. I briefly outline the 
relation between the different agents within the field and situate my work in relation to the 
methodological and theoretical work of Pierre Bourdieu. 
 
In the first section, the context, that is the Hmong society, which physically frames my 
investigation, is introduced concisely to be able to make socio-historical reflexion. I outline the 
structure of the ethnic midwifery education to illustrate the educational point of departure from 
where the ethnic midwives approach reproductive health. I present a review of other studies, which 
have similarities or common denominators to my focus, thereby placing my study scientifically. 
 
In the second section, my qualitative research methodology is put forward and reflected upon. Here 
the reader is presented to my methodological techniques, including semi-structured interviews and 
observations and my practical experiences and challenges during the process. Moreover, this 
chapter presents how I have related my considerations and practical work to Bourdieu’s reflexive 
sociology during the field analysis. 
 
In the third section, the theoretical frame is put forward. I have applied Bourdieu’s theoretical 
toolbox and present relevant concepts, which are clarified and exemplified by my empirical data 
and illuminate my understanding of these. 
 
The fourth section consists of my field analysis. Based on the different positions and agents acting 
within the field of reproductive health among the Hmong and their interrelated power relations, 
especially focusing on the ethnic midwives, I analyse how the field of reproductive health is 
constructed and how this influences perspectives and practices among the Hmong women of Meo 
Vac. I draw upon socio-historical elements to illuminate the structures of the field and upon my 
own empirical data as well as other studies to construct the field. 
 
In the discussion central results are presented, discussed and related to other studies put forward in 
the review. The discussion provides perspectives on the current field of reproductive health among 
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the Hmong. Furthermore, I reflect upon my own methodological and theoretical approach. Finally 
in the conclusion, I sum up my findings to answer the problem statement. 
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The scientific approach 
I have approached my study by applying elements of the comprehensive work of sociologist and 
anthropologist Pierre Bourdieu and his theoretical and methodological reflections of the field by 
investigating the different positions and their power relations. Pierre Bourdieu (1930-2002) was a 
French sociologist whose work evolves around understanding peoples’ social actions and positions 
in society. His work is extremely comprehensive and it is challenging to obtain a fulfilling 
overview. Bourdieu focuses on the conditions, possibilities, and limitations of social science (Munk 
1994: 130). He is inspired by Marx’ conflict theory, however, differentiates his perspective by 
including other social aspects than economy and production as determinants of the social struggle 
(Wilken 2014).  
 
It is possible6 to place Bourdieu ontologically between the tension field of structuralism and 
phenomenology7. He includes aspects from both sociological traditions by perceiving social action 
as defined by sets of external objective positions occupied by the agent (fields) as well as subjective 
internal individual appreciation and perception (habitus) from where the social world is individually 
constructed (Wacquant 2013: 275; Larsen 2010: 50). Combining the two aspects implies that 
internalised subjective dispositions reflect objective living conditions and options. He believes that 
neither phenomenology nor structuralism alone provides a satisfying basis for theoretic 
constructions (Callewaert 1994: 16). Bourdieu finds it essential to be explicit about the agent’s own 
perception of her practices, and he finds it equally relevant to contest these and investigate the 
structures behind her practices (Callewaert 1994: 14). His work can be identified as constructivist 
structuralism indicating the genesis in the two different sociological traditions (Wilken 2014: 26). 
 
The constructivist structuralism will be reflected throughout the thesis by investigating subjective 
perspectives on reproductive health, while simultaneously including structures, which are 
influencing the agent, for instance ethnicity or gender. The scientific approach offers a nuanced 
perspective on the power relations, which influence the construction of reproductive health 
practices.  
                                                
6 Even though he himself preferred not to be categorised scientifically. 
7 He is inspired by and continuously discusses with among others Claude Lévi-Strauss’ structuralism, Jean-Paul Sartre’s 
existentialism and Marcel Mauss’ phenomenology (Wilken 2014: 40-45).  
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Contextualising the field 
In Vietnam the Hmong people is one of the largest ethnic minorities with a population of 1,068,189 
people (in 2009), which is a conjecture due to statistical uncertainty (UNFPA 2011: 8). The 
majority of the Vietnamese Hmong live in the Northern part of Vietnam. The Hmong people were 
originally residents of China (in China Hmong is called Miao) but due to internal persecution 
hundreds of thousands have migrated into the mountainous areas of Thailand, Burma, Laos and 
Vietnam. Hmong people have established their own societies within their new countries, which 
have often been marginalised and somewhat independent, and they are perceived to be less 
assimilated than other ethnic minorities due to their residence in mountainous areas and rather 
recent arrival to Vietnam during the last 150 years (White et al 2012: 872). They speak their own 
language, practice animism, and the majority live of the land they cultivate with a general small 
household income (Hilmer 2010: 15; Rice 2000: 4-7). Furthermore, during the Vietnam War the 
Hmong collaborated with the American forces, which according to medical anthropologist Pranee 
Liamputtong Rice both resulted in a deprivation of male representatives due to war losses and a 
further marginalisation of the group when the Americans withdrew from Vietnam – a fact, which 
subsequently has caused persistent tension between the Hmong and the ethnic majority, the Kinh 
people (Rice 2000: 6). 
 
The social structure of the Hmong people is based on the family, strong cultural traditions and a 
cosmology which comprises animism, a belief in the spiritual world and supernatural beings, which 
are believed to be able to influence the lives of the living. Moreover, natural medicine constitutes an 
important aspect of healing and health (Rice 2000: 15-20). An example of the importance of the 
spiritual world is the burial of the placenta. The placenta, which is believed to deliver the baby’s 
soul into worldly life, must be buried – for boys in the most important part of the house and for girls 
under the birthing bed – near to where the spirits of the clan reside (Hilmer 2010: 21; Rice 2000: 
26). This example illustrates the importance of giving birth in the home setting in correlation with 
cultural norms. It is also an example of the status of women in the Hmong culture because the burial 
of the placenta indicates the status of the male as superior and the female as inferior. Women have 
an important role in the household as well as in the fieldwork but their status in the family is subject 
to the social control of their father during childhood and their husband’s family in married life 
(Hilmer 2010: 22; Rice 2000: 26-27). Women achieve higher social position and status as a 
consequence to motherhood and their ability to continue the lineage (Rice 2000: 41). 
 20 
 
According to Rice, the Hmong perceive the birth situation as a woman’s business, and most often 
the mother in law together with other women and occasionally the husband are responsible for the 
process in their home setting (Rice 2000: 88). Cosmologies and cultural practices during pregnancy, 
birth and postnatal period are essential in Hmong culture and pregnancy should be seen as a rite of 
passage. During pregnancy rituals performed by the shaman play an important role to secure the 
soul of the mother and baby, and the medicine woman is summoned to assist the woman if needed. 
Pregnancy and birth is perceived as a natural process and healthy state of life, which does not alter 
the life of the pregnant woman significantly (Rice 2000: 82-85).  
 
According to UNFPA report on Reproductive Health of Hmong People in Ha Giang Province and 
Rice’s research, cultural beliefs and practices are the primary reason why Hmong women give birth 
in their home setting assisted by relatives and an obstacle to reduce the high morbidity and 
mortality. The Hmong people perceive the health system and the biomedical model of birth as an 
opponent to their practices (UNFPA 2008; Interview I; Rice 2000: 85). However, as I will put 
forward in my analysis, my empirical data challenge this construction of how Hmong women 
perceive their reproductive health. 
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The structure of the ethnic midwifery education 
The incentive by the UNFPA and the MOH to initiate the project of educating ethnic midwives 
arises according to UNFPA source due to the relatively high maternal and child mortality rate 
among the ethnic minorities in Vietnam, a problem, which is common among many ethnic 
minorities various places in the world. The Vietnamese government has recognised the huge 
disparity in health within the population and has initiated a National Safe Motherhood Plan (2003), 
which includes the project of educating ethnic midwives. In Northern Vietnam there are more than 
4 maternal deaths per 1000 live births and the number of child deaths among the Hmong exceeds 77 
per 1000 live births8 (UNFPA 2014a). Furthermore, the rate of home delivery without any 
professional assistance is still high and in some places up to 58% (UNFPA 2014c). UNFPA defines 
the problem of the high mortality rate among the ethnic minorities as a consequence of long 
distances to the health centre, poor roads, poverty and traditional customs for dealing with 
pregnancy and delivery. In relation to these challenges UNFPA and MOH have crafted the 
educational structure of the ethnic midwives to reduce maternal9 and infant10 morbidity and 
mortality rates. The project of educating ethnic midwives was initiated in Northern Vietnam in 
2008; as such the ethnic midwives have been working in Ha Giang Province including Meo Vac for 
the last five years (Mai et al. 2011: 5). 
 
The educational structure of the midwives cannot be resembled to the ordinary midwifery education 
because the majority of the ethnic midwives do not have a high school graduation. Their 
qualifications are based on their linguistic (they speak both a minority language and Vietnamese) 
and personal skills. Moreover, the education only has durations of respectively 6, 9, 12 and 18 
months – thus a shorter length than the ordinary midwife education (Interview I). The focus of the 
education is to train the ethnic women to be responsible of family planning advice, pre- and 
postnatal care, attend routine deliveries and make sure that women receive relevant care during 
complicated deliveries. The philosophy behind educating locally is that health care workers who 
understand local languages and customs are able to encourage and inspire women to receive 
                                                
8 This number seems to vary in different statistic material, which according to UNFPA report can be explained by 
problems with data accuracy and incompleteness (UNFPA 2007: 10).  
9 Maternal mortality ratio is defined as the death of a woman during pregnancy or within 42 days of the termination of 
pregnancy from any cause related to pregnancy (WHO 2014a). 
10 Infant mortality refers to the rate of infant death during the first year of life, whereas child mortality refers to the rate 
of death during the first five years of life. Worldwide 73% of all under-five deaths occur within the first year of life 
(WHO 2014b). 
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relevant assistance during pregnancy, birth and postnatal period. The ethnic midwives work in their 
local environment and “know the families living in the villages and can easily approach women to 
provide counselling and services. This is crucial to overcome the cultural barrier and offer safe 
motherhood services” (UNFPA 2014c). 
 
The training evolves around ‘learning by doing’ with trainers coaching the students to qualify to be 
village-based skilled birth attendants, guiding people on hygiene and disease prevention, first aid, 
care for common diseases and safe motherhood. Additionally, they are trained to identify 
complicated pregnancies and births and refer women to the health station or the district hospital 
(UNFPA 2014c).  
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Placing the study – a review of current perceptions of the problem 
There are no studies which resembles the one, I have conducted, nevertheless, my approach is 
influenced and inspired by other studies, which evolve around the same problem – from slightly 
different perspectives, which will be put forward in the following and contribute to placing my 
study scientifically and offer the reader an overview of the studied field. 
 
There are 53 ethnic minorities in Vietnam, of whom many live in the mountainous areas of the 
North. Although there has been a significant decrease in child- and maternal morbidity and 
mortality in Vietnam in general, available data on maternal- and child health suggests that ethnic 
minorities have not had a correlating decrease. Child- and maternal mortality, which is easier to 
measure than morbidity, among these different groups are up to five times higher compared with 
the Kinh people (World Bank 2009; Målqvist et al. 2013b; UNFPA 2011). Several reports focusing 
on health inequalities explain this disparity through health determinants like distance to health 
centres, low education, religion, customs, scarce information level, etc. (UNFPA 2008; UNFPA 
2011). However, existing understandings of the health situation among ethnic minorities can be 
criticised for being based on rather limited investigations and challenging data collections (White et 
al. 2012). Moreover, a situational study from 2009 reviewed other studies on maternal mortality, 
which indicated an inadequate recognition of ethnicity as an essential determinant to health 
(Knowles et al. 2009).  
 
Ethnicity is often equalised with ‘traditional customs’ and in a recent study on behaviour related to 
childbirth, based on secondary data and qualitative analysis among the Hmong and the Thai11 
communities White et al. (2012) have made a deconstructing analysis of the barriers to health. Their 
results challenge existing understandings of health behaviour because it indicates that one of the 
essential problems is that medicalised approaches do not respond to the actual needs and 
preferences of the ethnic minorities and thus leads to a scarce utilisation (White et al. 2012). The 
Vietnamese health system fails to accommodate local preferences as it dictates supine delivery, and 
family members are not allowed to support the woman by their presence during delivery in contrast 
to local behaviour (White et al. 2012). In the available literature there is a tendency that cultural 
practices among ethnic minorities are represented as a barrier to health service attendance in a 
                                                
11 Thai is an ethnic minority group resident in Vietnam. 
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stereotypical manner with focus on ‘backwardness’ (Duncan 2008; Turner 2010; World Bank 
2009).  
 
Little is known about reproductive health among the Hmong in Northern Vietnam and the effect of 
the national effort to reduce maternal- and child mortality and morbidity (UNFPA 2008). There are 
many studies on Hmong culture, traditional practices and birth culture, especially as immigrants in 
other countries such as the USA, Australia and other South East Asian countries (Symonds 2004; 
Rice 2000; Sparks 2014) however, only sparse material on the specific birth culture of Northern 
Vietnam. The three above studies investigate how Hmong women in new contexts perceive and 
deal with reproduction and emphasise the importance of traditional customs during pregnancy, birth 
and the postnatal period. Nevertheless, no studies exist, which address the interaction between 
overall reproductive health policies and reforms and Hmong practises (Målqvist et al. 2013b). 
Anthropologists Gammeltoft & Nguyên emphasize that low-income countries adopt reproductive 
health care methodology (like ultrasound) from high-income countries without adjusting the 
employed methodology to a local context. Thereby, indicating that the Vietnamese reproductive 
health approach becomes unsubtly uniform (Gammeltoft & Nguyên 2007). 
 
A study conducted by the Ministry of Health revealed that there are few representatives from ethnic 
minority groups working in the health sector (MOH 2009a), while another study initiated by the 
UNFPA indicated that negative attitudes towards patients from ethnic minorities degraded the 
quality of health care and the wish for them to utilize the health care system (UNFPA 2008). 
Medical anthropologists Briggs and Mantini-Briggs recognise a somewhat similar problematic in a 
South American context concerning cholera among indigenous people. As far as health challenges 
are concerned, culture is perceived as synonymous with ‘backwards’ and it is usually not the people 
but instead their practices and culture that are blamed for transmitting disease (Briggs & Mantini-
Briggs 2003). According to Målqvist et al.’s investigation of ethnic minority health in Vietnam, 
culture can historically be seen as a barrier to effective medical care as Vietnamese culture has been 
favoured through forceful assimilation, which today also has an impact on ethnic status in the 
Vietnamese society (Målqvist et al. 2013a).  
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The significance of my work 
There are several examples of literature and articles (Rice 2000 & 2007; Hilmer 2010; UNFPA 
2008), which emphasize how Hmong reproductive culture is directly and to some extent solely 
related to traditional beliefs and cultural practices – some of these are not new and thus this 
perspective can be explained. According to my interviews Hmong reproductive culture is changing 
with the younger generation orienting themselves to a larger degree towards the rest of the 
Vietnamese society influencing their reproductive culture. This thesis illustrates how reproductive 
health-practices are changing in relation to different health positions struggling for power within the 
field of reproductive health. 
 
Much literature is written on Hmong culture and also specifically on reproductive health – though 
especially as refugees/immigrants in other parts of the world in a cross-cultural interaction 
(including Australia and USA – Rice 2007; Symonds 2004). My thesis will contribute with an 
empirical-based analysis of how different positions of reproductive health – including state and 
local agents – interact and evolve reproductive practices and thus alter the obstetrical field, and how 
minority women engage with these practices vis a vis ethnic midwives. 
  
 26 
Reflections on methodology 
In this chapter I will emphasise the methodological principles fundamental to my fieldwork 
approach, when conducting and processing my collected empirical data. According to Bourdieu, it 
is impossible to separate theory from empirical research, and methodology from practical research. 
Following his understanding the research field should be subjected to a reflexive process indicating 
that the researcher continuously uncovers her own and the studied agents’ perceptions (Hammerslev 
& Arnholtz Hansen 2009: 16). As such the theoretical approach and the essential concepts are 
challenged by the empirical work and is thereby not a static fulcrum but something the researcher 
has to reflect on continuously. This aspect is important to me when conducting data because I 
believe the theoretical and methodological considerations are constructing the findings (for 
instance, by posing some questions inspired by theory rather than others) and are essential, when 
the researcher later on reflects over her choices and analyses her findings. 
 
Loïc Wacquant12 criticizes some ethnographers13 for having a dichotomy between theory and 
practise and argues that if theoretical control is not applied continuously during the process of 
designing and implementing ethnographic studies, common sense will steer the process (Wilson & 
Chaddha 2010: 551-552). To elaborate on this argument, David Silverman states that theories  
 
“arrange sets of concepts to define and explain some phenomenon […] Without a 
theory, such phenomena as ‘gender’, ‘personality’, ‘talk’ or ‘space’ cannot be 
understood by social science. In this sense, without a theory there is nothing to 
research” (Silverman 2004: 3).  
 
The theory and concepts of Bourdieu have been profound throughout my work both as an approach 
to the field as well as a mean of reflection – during the process of producing interview guidelines 
(Appendix II), conducting my empirical data and analysing my findings. Moreover, my approach is 
based upon my earlier work with reproductive health in Vietnam (Fugmann & Treiner 2007), which 
provides me with a knowledge and understanding of central problems and concepts that could be 
relevant to relate to the field. My focus is a result of a dynamic between a Bourdieu inspiration, my 
own experience as a midwife and investigation of reproductive health in Vietnam and clearly also a 
                                                
12 Loïc Wacquant was a student and close collaborator of Pierre Bourdieu.  
13 Elijah Anderson, Mitchell Duneier and Katherine Newman. 
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literature immersion of this specific field. This indicates a progressive process, which leads to a 
construction of the field of reproductive health among the Hmong embedded in a clinical 
experience as well as a theoretical understanding.  
 
In the following section I shall outline the background of my methodological decisions, which 
according to Bourdieu are fundamental to constructing empirical results and analysis. The different 
elements of the method are explained, which are semi-structured interview and observation, from 
where I have worked qualitatively with the construction of the field of reproductive health among 
Hmong. 
Introducing the data and factors affecting my data collection 
When examining the field, it is evident that there are many different meaning creators influencing 
the process of health promotion. I have approached the field from different angels to obtain an 
understanding of the complexity. However, I find it relevant to emphasise the challenge of being 
allowed to interview relevant representatives of both different institutions as well as Hmong 
women. Initially I contacted different institutions such as the Vietnamese Ministry of Health and 
The UNPFA. People were generally polite but I was repeatedly passed on to another representative 
or another institution, which resulted in a long, rather demoralising process. It was not until I was 
introduced to the organisation of Medical Committee Netherlands Viet Nam14 (MCNV) I had a 
significant breakthrough. The organisation helped me to establish important contacts as well as 
setting up meetings with relevant representatives from different health institutions as well as with 
Hmong women. 
 
The Vietnamese state health care system – hierarchical structure 
Vietnamese Ministry of Health, Hanoi 
Provincial Health Centre, Ha Giang 
District Health Centre, Meo Vac 
Community Health Station, Meo Vac highland 
(Source: Duong 2004: 2585) 
                                                
14 MCNV is a NGO established in the Netherlands in 1968 with focus on health development in Vietnam in relation to 
the Vietnam-American war. The primary target was initially to support Vietnam with medical supplies and 
reconstructing health instances in the aftermath of the war. Now the NGO is focusing on community health and 
development primarily evolving around disadvantaged groups in Asian societies (MCNV 2014). 
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Initially the field of reproductive health was difficult to grasp due to many different layers of 
interests and meaning creators. With assistance from MCNV I decided to establish contact with a 
representative from the UNPFA (doctor) who collaborates with the Ministry of Health on the 
project of educating ethnic midwives. In Hanoi I interviewed the doctor accountable for the project 
and was likewise provided with written reports on the project. In Ha Giang, I interviewed a 
representative of the provincial health centre. Both of these representatives provided me with an 
overall understanding of the field of reproductive health on a policy level. In Meo Vac, which is the 
area of my research, I interviewed a representative (doctor) from the district hospital as well as a 
doctor from the community health station to be able to understand how policies are processed 
locally and how the project of the ethnic midwives is conducted in reality. Both two doctors had 
clinical assignments and direct contact with patients. Moreover, I interviewed local health workers, 
ethnic midwives as well as Hmong mothers. These perspectives provided me with an in depth 
understanding of the field.  
 
Overview of interviews (occupation, ethnicity, place) 
UNFPA-representative 
(Interview I) 
Doctor (Kinh) UN Hanoi 
Head of Provincial 
Health Centre 
(Interview II) 
Doctor (Kinh) Ha Giang Provincial 
Health Centre 
Ha Giang 
Head of District Health 
Centre (Interview III) 
Doctor (Kinh) Meo Vac District Health 
Centre 
Meo Vac 
Two ethnic midwives15 
(Interview IV) 
Midwives (Hmong) Meo Vac Community 
Health Station 
Meo Vac area 
Health worker 
(Interview V) 
Health worker (Kinh) Meo Vac Community 
Health Station 
Meo Vac area 
Head of Community 
Health Station 
(Interview VI) 
Doctor (Thai) Meo Vac Community 
Health Station 
Meo Vac area 
Six local women 
(Interview 1-6) 
Working at home 
(Hmong) 
Meo Vac Health Station Meo Vac area 
                                                
15 The only two midwives in the area. 
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MCNV established contact with the informants with point of departure in my research plan. On a 
policy level, I did not have the opportunity to pick and choose but was assigned the representative 
of the project. This clearly had an influence on which informants I spoke to and is a possible bias, 
however, I actually think it would have been difficult or even impossible to establish contact with 
my informants without the assistance of MCNV. In Meo Vac, I talked to the head of the 
organisation both in the district hospital as well as in the community hospital. Furthermore, there 
were several other health workers present as well as representatives from the People’s Committee16. 
I chose Meo Vac due to the high concentration of ethnic minorities and because the project of the 
ethnic midwives has been established there for several years. Thus a defined project, which in my 
preconception meant, that people – both health workers and local Hmong women – had knowledge 
and opinions of the initiative. 
 
Basically I perceived the interviews with the ethnic midwives and the six Hmong women as the 
most essential part of my data because they provided me with information about how their 
reproductive health perceptions were influenced by the different positions within the field of 
reproductive health. The two midwives I interviewed were the only ones in the area, so I did not 
have to make considerations on selection. I had several criteria reflections on selecting the six 
Hmong women. I wished to interview mothers who had been through one or more pregnancies and 
births recently and thus had reflections of their experiences and opinions about it fresh in mind. I 
wished to include a broad representation of women in the area because I had a preconception that 
the distance to the community health station influenced their perceptions about reproductive health. 
Reading about health determinants (Skolnik 2012), distance to health centre and level of 
information and communication is essential to how women are influenced by the local health centre 
and how they approach reproductive health. In reality it became rather difficult due to infrastructure 
to reach women who lived far from the community health station. As such I had to revise my 
research design, however it would be rather relevant to elaborate on the data by including a larger 
catchment using a statistic selection method. Thus a more random group of women would be 
represented reflecting the influence of different health determinants, which I presume would 
produce different perspectives (Skolnik 2012: 18-20). This will clearly be reflected upon in the 
discussion as women who live somewhat close to the community health station may have other 
opinions on reproductive health than the ones living in more remote areas. The six Hmong women, 
                                                
16 The People’s Committee is the executive extension of the provincial government and responsible for defining and 
implementing policy. 
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who became my respondents, were selected arbitrary. I asked women on the street, who fulfilled my 
criteria (besides a variety in distance to health centre), within a radius of five km from the 
community health station, if they wanted to participate in an interview. 
 
Factors affecting my results: Cultural challenges 
“Foreign cultures may involve different norms for interaction with strangers concerning initiative, 
directness, modes of questioning, and the like” (Kvale & Brinkmann 2009: 144). In this specific 
investigation it actually requires a profound knowledge of two cultures – both the Vietnamese and 
the Hmong. My knowledge of the Vietnamese society and culture has evolved through series of 
travels in Vietnam and earlier data collection concerning reproductive health17, which has supplied 
me with a familiarity of norms and values within the field and moreover enabled me to reflect on 
my verbal and non-verbal approach.  
 
My interviews with the Hmong midwives and women were characterized by a pristine approach, 
which led to many considerations of how to tackle communicative obstacles. In a foreign culture it 
is a challenge to become aware of the many cultural factors that influence the interrelation between 
interviewer and respondent (Kvale & Brinkmann 2009: 144). I accommodate this challenge by 
immersing myself in literature and view documentaries on the Hmong culture and society. I have 
tried to find sources, which evaluate the Hmong culture from a Hmong perspective (Rice 2000; 
Symonds 2004). Although by no means comprehensive, this has enabled me to grasp elements of 
the complexity of the society, norms, values and ways of communicating, sufficient for the 
requirements of this thesis. 
 
Furthermore, I have continuously consulted my translator due to his profound knowledge on 
Hmong culture. Nevertheless, clearly there are aspects, which are lost due to my lack of insight in 
the Hmong society and culture. I have tried to accommodate for this by asking if something became 
unclear in the interview sessions as well as during my observation practices. 
 
                                                
17 Data collection (interviews and observation) produced at the Bac Mai Hospital in Hanoi 2007 concerning perceptions 
of the good birth among the Kinh. BA-report. 
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Factors affecting my results: The research interview – semi-structure  
There are many considerations to include when approaching the field, as an interview is “not 
merely the neutral exchange of asking questions and getting answers” (Fontana & Frey 2005: 695). 
The interview can be limited and distorted by different barriers such as language, cultural 
understanding, political tension and the preconception of the interviewer just to mention a few. 
These aspects are important to include during the interview session as well as when processing the 
data18. Data cannot be considered raw material, it is instead both situated and textual, meaning a 
product of the interaction and situation (Silverman 2004: 228). This underlines why reasoned and 
well-defined choices must be put forward. 
 
“By using interviews, the researcher can reach areas of reality that would otherwise remain 
inaccessible such as people’s subjective experiences and attitudes.” (Peräkylä 2011: 869) The field 
of interviewing is comprehensive, however, applying a semi-structured form provides the 
opportunity to have some structure, and at the same time give the respondent the possibility to 
discuss areas, which were not previously planned (Brinkmann & Tanggaard 2010: 37). In the 
following, I will discuss additional implications this approach can have. 
 
The semi-structured interview is relevant when the researcher wishes to investigate a certain 
phenomenon within a group of people. In my thesis I want to investigate how the national policies 
of reproductive health and the clinical procedures influence the work of the local Hmong midwives 
who work in a culture where religious cosmologies traditionally have been essential throughout 
pregnancy, birth and the postnatal period. The semi-structured methodology hereby provides a form 
where I am able to ask about certain subjects, which I find relevant to investigate in relation to my 
problem, whereas the respondents have the possibility to enlighten me with aspects I would not 
have considered beforehand. This offers the researcher a possibility to cover the defined focus of 
the research, and furthermore add new aspects, which contribute to (using Bourdieu’s term) the 
reflexive process.  
 
When approaching my respondents, I informed them about my background, my project and the 
interview session. I asked their permission to use tape-recorder and some of the Hmong women 
                                                
18 However, this perspective can be challenged by for instance phenomenological researchers (Brinkmann & Tanggaard 
2010: 31). 
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declined why these interviews are transcribed directly during the session. The quotes I apply from 
these interviews are indicated by number of page, while quotes from the tape-recorded interviews 
are indicated by minutes/seconds. 
 
Throughout the process of collecting data, it became evident that the interviews conducted among 
the Hmong people had a common denominator. The Hmong women as well as midwives did not 
answer my questions with in-depth, describing responses. Instead their answers were short and 
concluding even though I made alterations during the process to encourage longer answers. When 
talking to local staff and the Hmong women, it became evident that their communication tradition 
was characterised by short and precise sentences the significance of which I had to be careful not to 
misinterpret. One woman expressed this by an example from her daily life: “We do not talk many 
words […] we have to go to the field and work and we live separated. We do not talk about private 
things” (Interview 4: 21:00). Thus I concluded that the most natural free flowing interview would 
be to respect their answers without enforcing them to answer more in-depth, which could be a risk 
to both their confidentiality and a distortion of responses. Nonetheless, this meant that the Hmong 
women rarely introduced new subjects, or questioned me, which I did not consider beforehand. A 
factum, which might have called for a different interview methodology, for instance group 
interview or a more structured approach.  
 
When conducting semi-structured interviews with the Hmong women, the researcher should 
consider how the political tension concerning ethnic minorities influences the way the respondent 
responds to questions that reflect politics. Moreover, a delicate matter as the above should include 
ethical considerations because it might have consequences to the informants. “Traditionally, ethical 
concerns have revolved around the topics of informed consent […], right to privacy […], and 
protection from harm” (Fontana & Frey 2005: 715). Throughout several of the interview sessions19, 
representatives from the People’s Committee were participating to observe the interview process. 
Their participation was a basic requirement to obtain access to interviews with representatives from 
public institutions. I assume that their presence had consequences to the answers given by the 
respondents, for instance by them not being able to express or allude political critique. 
 
                                                
19 Interview with the doctor at the Ha Giang Provincial Health Centre, the doctor at the Meo Vac District Hospital and 
interview with the doctor at the community health station in Meo Vac. 
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Factors affecting my results: Translator 
During my fieldwork in Meo Vac I had an obvious challenge in my lack of understanding 
Vietnamese or Hmong language, which meant that I had to use a translator. MCNV provided me 
with a translator who actually also worked to help me understand the Vietnamese health system. He 
had a university education in social health and thus understood many of the fulcrums of my 
investigation and his vocabulary correlated to a high extent with mine, which made our 
communication easy. Furthermore, MCNV was of the opinion that a male assistant easier would 
open the way in the communication, especially with the Hmong respondents due to their gender 
roles. 
 
Applying him, as a translator requires some reflections and considerations of what influence it had 
on the respondents. The most obvious consideration is clearly the fact that he is male and this might 
affect the responses I received from the Hmong women because the questions sometimes touched 
upon delicate matters, which they might not wish to share with a man. I asked them before the 
interviews how they felt about the subject and if they were shy to share information with a male 
person, however none of them expressed any concerns. Nevertheless, it might have had an influence 
on the responses and this will be reflected upon in the analysis. 
 
From time to time during the reciprocal translation, I have had the impression that either the 
questions or the answers were not translated precisely. These are only conjectures and not facts but 
based on, for instance, very long answers – though rare – only translated into one sentence. 
Furthermore, it seemed the translator would sometimes be inspired by the interview and add his 
own questions and only afterwards tell me about his impulse. 
 
Observations 
In the thesis I only apply observations to a limited extent, when I find it relevant to supplement my 
interview findings with my observations. Therefore, this aspect is touched upon but not emphasised. 
Observations are relevant when trying to understand and capture aspects of a social setting 
(Silverman 2011: 14). It can provide the researcher with a nuanced social perspective and 
understanding. By observing body language, it indicates how the respondent approaches the 
interview. For instance, the majority of the Hmong women seemed shy and bended their head, not 
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having eye contact with me during the interview. According to Michael Angrosino & Mais de Pérez 
observation is the fundament to all research related to the social and behavioural science – also the 
interview because observations concerning non-linguistic behaviour give meaning to the words 
(Angrosino & Mais de Pérez 2005: 673). Using the example of the group of Hmong women, their 
behavioural practices and not only how they speak about it is relevant because they may have 
‘political correct’ answers, which will be challenged in the actual acts and choices they make in 
their approach to pregnancy, birth and the postnatal period. On the other hand the observations can 
be criticized for being persuasive data extracts distorted by, for instance by the observer going 
native or becoming blind to important events occurring before entering the field (Silverman 2004: 
227). 
 
When applying an observational method, considerations concerning the researcher’s role are 
crucial. There are many different perspectives on how natural the observational practice can be – as 
such a discussion of objectivity and the level of subjectivity. “Ethnographic truth has come to be 
seen as a thing of many parts, and no one perspective can claim exclusive privilege in the 
representation thereof” (Angrosino & Mais de Pérez 2005: 674-675). According to Angrosino & 
Mais de Pérez what is more essential is the level of rigorous practice (Angrosino & Mais de Pérez 
2005: 674), which also includes reflections on the affect the researcher has on the observed. Below 
I reflect more on what my role as a midwife and researcher working with reproductive health has on 
the process as well as my involvement in the group of women. 
 
Observations offer a possibility to get an insight of a specific social environment, for instance a 
Hmong village or a local health clinic, though it does not provide the researcher with information 
on all Hmong villages. Moreover, I believe that observation is a reflection of an ever-changing 
account of individuals through the interaction between the researcher and the observed. 
 
Reflexivity of my position 
Bourdieu incorporates the researcher as an important agent in the research. He perceives the 
researcher as a part of the investigation and interaction because the researcher continuously has an 
approach to the researched, which is embedded in her knowledge, experience and scientific 
tradition (Bourdieu 2003: 286-288). Thereby, it becomes essential to reflect over my own 
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background, my capital, preconceptions, scientific approach and choices because they influence the 
results I produce in present thesis. Bourdieu suggests that the researcher includes three aspects of 
reflexivity: 
 
• The social position of the researcher in the field of science (e.g. master student) 
• The academic traditions of the university/faculty or professional traditions of the workplace  
• The social position of the researcher in society as well as her former experiences  
(Mathiesen & Højbjerg 2009: 237). 
 
Following the above guideline my educational background is embedded dualistically as I am a 
graduate student related to the field of social science with a background in ‘International 
Development’ and ‘Health Promotion’. Throughout my studies I have primarily applied a social 
constructivist approach and a qualitative methodology. I have been working problem-oriented – as 
is the academic tradition at Roskilde University – often directly related to power-constructions 
within the theoretical tradition of, among others, Michel Foucault, Anthony Giddens and Pierre 
Bourdieu. This reflects my analytical preferences but it also reflects the specific institutional 
tradition I belong to. Besides, I am a midwife and a teacher20 working at Hillerød Hospital, which 
as opposed to my academic education is embedded in a different tradition. The midwife education 
has elements from the humanities and social sciences, for instance through psychology and 
pedagogy, but the primary focus is on natural science among others anatomy, physiology and 
pharmacology embedded in a rather positivistic tradition.  
 
My two somewhat different backgrounds position me as on, the one hand a graduate student, which 
positions me relatively low in the academic environment and on the other hand as a professional 
midwife with years of experience and teaching qualifications, capitals which positions me rather 
high in both the hospital environment and more important in the meeting with my respondents. 
During my fieldtrip it became evident that some of the respondents, especially academics, were 
relatively focused on my academic background as well as my professional functioning. Among the 
ethnic midwives and Hmong women my position as a midwife was essential. It seemed as if they 
perceived me as a person with authoritative knowledge and posed questions in addition to my 
position as a midwife. Moreover, I believe that due to my obstetric knowledge, the answers they 
                                                
20 I teach doctors and midwives cardio pulmonary rescue in a simulation unit. 
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gave me were probably rather detailed on clinical matters and related experiences. All in all my 
capitals in the field of research were rather high, nevertheless because of the gender roles among the 
Hmong it is possible to question whether my gender affects my position. 
 
Ethical considerations 
Ethical considerations are an important aspect of doing fieldwork in general and especially while 
doing fieldwork in a political arena as the one I investigate. The researcher should apply different 
ethical guidelines to ensure a consistency throughout the data collection, however it is impossible to 
predict the ethical dilemmas, which can occur during the work (Brinkmann & Tanggaard 2010: 
159). Ethical considerations can be divided into two categories which includes procedural ethics 
and ethics in practice (Guillemin & Gillam 2004: 263-264). The first aspect I have approached by 
including my supervisors in my questions and methodological considerations as well as applying to 
the local authorities in Vietnam for permission to conduct fieldwork. The authorities were 
introduced to my work (including my questions) and my notions on the forthcoming interviews and 
observations, and on this basis I was allowed to conduct my empirical data.  
 
The second ethical aspect I have accommodated by considering which implications the questions 
could have for the respondent. In Vietnam criticism of society can be problematic and clearly my 
investigation to some degree addresses sensitive issues like ethnicity and potential critique of the 
health system. Due to ethical considerations, I left out some questions that could be perceived as 
dissidents. Specific questions still reflect the political implications of reproductive health and can be 
perceived delicate why for instance the transcription was provided to the representative from the 
UNFPA to review and comment on and if necessary for them decide to exclude delicate elements. 
Besides, I made it clear to all the respondents, that if needed they would be anonymous throughout 
the research process. In the interviews and thesis I have decided to omit names because names are 
not essential, nonetheless the official representatives are most likely recognisable due to their 
profession, which I have specified. I have decided to keep the Hmong women anonymous and I 
presume that the interviews are not recognisable21. Before the interview session I applied for 
informed consent of tape-recording and while most respondents agreed some rejected tape-
recording. During the interview sessions, especially with the Hmong women, some questions 
                                                
21 All identities are however known to me. 
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seemed inappropriate so I left them out to avoid stress and uncomfortable situations and to maintain 
their trust and confidentiality (Kvale & Brinkmann 2009: 63).  
 
Quality in qualitative research  
“The distinctive contribution qualitative research can make is by utilizing its theoretical resources 
in the deep analysis of small bodies of publicly shareable data” (Silverman 2004: 290). As I have 
argued above, the theoretical body is essential throughout the process of doing qualitative research 
because it provides credibility. According to Silverman, applying criteria of validity and reliability 
for both quantitative and qualitative methods validates the research (Silverman 2004: 222). Thus it 
is most essential to challenge and test any preconceptions of the investigated field (Silverman 2004: 
224). Turning my focus to my field of interest in reproductive health among the Hmong, my 
preconceptions are to a large degree based on a sparse amount of sources of which many are 
produced by the UN. These represent a certain way of perceiving the problem and they affect my 
work why it is necessary to continuously question, check and theoretically interpret my data. 
 
I find it important to touch upon the aspect of generalizing qualitative research due to a common 
critique. Generalisation takes point of departure in an understanding of scientific knowledge being 
universal and reproducible. However, in prolongation with constructionist and discursive 
approaches, social knowledge is contextualised modes of perceiving the social world (Kvale & 
Brinkmann 2009: 261) The level of generalizability is therefore discussable but nevertheless it is 
important to challenge your own data, for instance by triangulating, meaning applying different 
kinds of data concerning the investigated phenomenon. Following Bourdieu different 
methodologies embedded in completely different traditions (both qualitative and quantitative) can 
be relevant to apply to obtain a nuanced impression of the studied. Furthermore, presenting the 
findings to the respondents, challenge your data (Silverman 2004: 233). This suggestion can, 
nonetheless, be problematized because processing the data is based on interpretation, which not 
necessarily correlates with the respondents’ perceptions especially when working in a field of 
tension. 
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Coding the interviews 
To process the empirical data and compose a framework of understanding, I have applied the 
coding strategy provided by Steinar Kvale & Svend Brinkmann (2009) where “the goal is the 
development of categories that capture the fullness of the experiences and actions studied” (Kvale 
& Brinkmann 2009: 202). Initially I have formulated themes based on my theoretical approach and 
later on themes that emerged during my empirical investigation – all of which participate in 
answering my problem formulation. I have gradually focused my coding and compared for 
differences and similarities between the data and moreover introduced new theoretical perspectives 
when my existing codes did not cover my material. 
 
Analysing strategy – a reflexive process 
Analysing the research object with point of departure in the practical principles of the field of 
sociology is a complex dynamic of continues changes and corrections, thus not a static result but a 
construction built upon reflections and decisions (Bourdieu & Wacquant 1996: 208). Bourdieu 
combines empirical analysis with a theoretical frame build upon elaborated concepts such as field, 
habitus, capital and practices to explain: 
 
“…the way in which unequal power relations, unrecognized as such and thus 
accepted as legitimate, are embedded in the systems of classification used to describe 
and discuss everyday life […] in the ways of perceiving reality that are taken for 
granted by members of society” (Bourdieu 1993a: 2). 
 
My analysis is inspired by Bourdieu’s analysis of the field, which will be elaborated on in the 
theoretical chapter. The field is a relationally concept and an analytical construction build upon the 
different, conflicting positions, which I through my analytical work identify. For instance, the 
ethnic midwives position themselves in relation to other positions in the field, which is reflected in 
the Hmong women’s perceptions of reproductive health. Therefore, it becomes meaningful to 
include the political level and the health system as an analysis of the field is perceived as a dynamic 
of different positions. Bourdieu emphasises three levels of investigation in a field analysis. It is 
essential to define the overall field of power, which often equals the state. Second, examining the 
interrelation between the different positions within the field illuminates the power struggle. Third, 
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the habitus of the different agents as well as the relative capital should be analysed (Bourdieu & 
Wacquant 1996: 91).  
 
As opposed to social constructivist theorists such as Foucault, Bourdieu believes that an objective 
structure does exist and influences the reality of agents. He finds it essential to investigate the social 
world both from an objective structure, which is the field and from a subjective perspective, which 
is the habitus. The two concepts are interrelated, which implies that the objective structure reflects 
social facts, whereas the subjective reflects people’s perceptions of the social reality. Explicitly this 
implies that it is impossible to understand the agent and her position without examining the 
objective conditions (Bourdieu 1993b: 12; Bourdieu & Wacquant 1996: 83). The two perspectives 
provide different dimensions of the social world, and according to Bourdieu it is therefore essential 
to supplement objective data on reality with subjective perspectives on reality to grasp the 
complexity of practice (Bourdieu 1993b: 12). In my analysis, I critically supplement my own data 
with that of statistic material and reports in the reflexive process as they provide me with different 
perspectives on the Hmong society and reproductive health and thus contribute nuances into the 
analysis. Furthermore, Bourdieu applies socio-historical constructions of the field to understand 
social organisation (Hammerslev & Arnholtz Hansen 2009: 17). In my quest to understand how 
perceptions of reproductive health has developed, socio-historical sources provide me with 
understandings of, among others, Hmong as an ethnic minority in a Vietnamese context, traditions 
and culture, gender roles, family life and pregnancy and birth.   
 
As mentioned, an analytical work is a result of a constructional process and the positioning of the 
researcher and the researched because social objects always will be influenced by preconceptions 
and preconstructions. Thus the reflexive process is essential to the researcher, meaning that the 
researcher continuously reflects on the study object’s perception as well as her own categorisation 
of understanding (Hammerslev & Arnholtz Hansen 2009: 16). The researcher should relate to the 
researched with a scepticism towards logics and categorisations and seek to understand how they 
are related to the institutions and agents who apply them (Hammerslev & Arnholtz Hansen 2009: 
17). 
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To sum up 
To apply any methodology requires in depth considerations to what you wish to investigate and the 
kinds of contributions you would like to make. In the above I have shown how I understand the 
theoretical considerations throughout the research process and in relation to this how semi-
structured interviews and observations have possibilities and limitations. Moreover, I emphasize the 
importance of challenging your own data, research position, and approach. Doing so only can make 
one’s results more credible. 
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Theoretical approach 
In this chapter I will introduce the theoretical perspectives and analytical concepts that I apply to 
understand how the field of reproductive health is constructed. The theoretical section addresses 
concepts, which frame the social problem. I investigate these using Pierre Bourdieu’s 
comprehension of field analysis because this approach is capable of illuminating how perceptions of 
reproductive health are constructed. According to Wacquant, “an invitation to think with Bourdieu 
is of necessity an invitation to think beyond Bourdieu, and against him whenever required” 
(Bourdieu & Wacquant 1992: xiv). The above indicates that Bourdieu’s theoretical and 
methodological considerations can be widely applied when continuously discussed and reflected 
upon. The chapter will primarily take point of departure in Bourdieu’s own work but will be 
supplemented with secondary literature when relevant. I use translations of Bourdieu’s work due to 
my linguistic limitations, and I am aware that nuances may be lost in the translation process. The 
secondary literature is clearly representations and interpretations of his work, why I risk missing 
some of the essence. 
 
I present central theoretical concepts such as field, positions, habitus, practices and capital, which 
frame my investigation and enlighten the power relations in my field and how these are produced 
and reproduced. By applying these concepts, it becomes possible to analyse the field of 
reproductive health. Investigating the power relations of the different positions represented in this 
particular field is essential to understanding how perceptions of reproductive health are constructed 
and affect the actual practices. For instance, who has the power to define what reproductive health 
promotion includes and how this influences health structures, beliefs, and practices in the Hmong 
society.  
 
The field 
”In analytical terms, a field may be defined as a network, or a configuration, of 
objective relations between positions” (Bourdieu & Wacquant 1992: 97). 
 
The field can be understood as a game board, which implies an understanding of the rules and how 
to behave meaningful (Bourdieu 2007: 111). Bourdieu applies the concept of ‘field’ increasingly 
during the 1970s in his analyses of the differentiated French society as a supplement to habitus, 
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which will be elaborated on below (Wilken 2014: 51). The concept of field is an analytical tool to 
comprehend elements of society. It can both be applied to map agents’ social practices from their 
habitus and capitals and as a historical concept with focus on the emergence of social arenas 
(Bourdieu & Wacquant 1996: 85-92). Through my field analysis I reflect on health promoting 
practices initiated to improve reproductive health because it, according to my empirical data, 
influences the field, which is clearly the purpose, but it might have consequences, which are 
difficult to predict. In a field analysis the focal point is to define the power struggle of the social 
actors seeking to possess the dominant positions. A field analysis reflects the conflicts of the 
specific field, which in this thesis evolve around how perceptions and practices of reproductive 
health are constructed. My central finding is that institutions, health representatives and Hmong 
people participate in constructing an understanding of how to act during pregnancy, birth and the 
postnatal period. This changes existing practices arguably without including local culture and 
norms, which traditionally have been predominant in the Hmong culture as put forward in the 
chapter “Contextualising the field”. 
 
I find it crucial to link some comments to the forthcoming theory on field analysis because this 
perspective is central throughout the thesis both during the collection of empirical data as well as a 
general theoretical focus. Approaching Bourdieu’s theoretical perspective on field analysis 
(including Weight of the World, 1993 and Distinction. A Social Critique Of The Judgement Of 
Taste, 1984), it becomes clear that he and his associates22 apply a broad variation of extremely 
thorough methods to understand the different positions within a field and the struggle for power 
(Hammerslev & Arnholtz Hansen 2009: 13-14). The extent of his theoretical and methodological 
work can seem intimidating and clearly it is not possible to apply the same level of rigorous practice 
in a study this size. Nevertheless, Bourdieu has inspired me to apply elements of his theoretical and 
methodological considerations of field analysis because they enable me to obtain an understanding 
of how the social arena of reproductive health evolves and how complicated power relations 
influence this. In the above, I have clarified how I have applied Bourdieu methodologically, and in 
the following I introduce central theoretical concepts, which provides me with a toolbox to 
construct an analysis of the field and furthermore, illustrates the fact that my approach and choices 
reflect my own position in the quest to answer my problem. 
 
                                                
22  Pierre Bourdieu perceived science as a collective, intellectual cooperation and his empirical data was collected by a 
throng of students and colleagues (Hammerslev & Arnholtz Hansen 2009: 14) 
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Bourdieu defines a field as a system of interrelated positions, which become meaningful in relation 
to other positions within the field. Within the field there is an on-going struggle of power between 
the different positions, which seek to maintain or improve their positions and thereby power 
(Bourdieu 1993b: 71-73). This can be exemplified through the two oppositional positions of 
respectively the ethnic midwife representing a knowledge embedded in Western medicine and the 
traditional midwife representing knowledge embedded in Hmong norms and traditions. Both seek to 
maintain their power through their different approaches to reproductive health. In a field analysis 
the identification of the underlying logics - the doxa of the different discourses is essential to 
understand how meaning is constructed. ‘Doxa’ can be understood as tacit knowledge of society, 
which is expressed by the practical sense (Bourdieu 2007: 114). In any medical field there is a doxa 
– meaning an implicit common interest – to avoid disease and improve health (Larsen 2009: 43). 
For example, this doxa is illustrated by reproductive health where the common goal is to improve 
child- and maternal health (UN. Org. 2014b; Interview V; Interview VI). The goal is not necessarily 
the interesting aspect of the analysis. Instead, the central element is to understand the complexity of 
identifying the problem – that is the struggle of positions to define how to obtain improved 
reproductive health. For example, the traditional health workers involve cosmologies whereas the 
Vietnamese health system applies a medical model to improve reproductive health. Nevertheless, 
they have a common doxa – both wish to improve reproductive health. However, their perceptions 
of how to be reproductive healthy vary significantly and thus their positions. 
 
Field analysis provides the researcher with an academic tool to investigate positions that jostle for 
prominence. In my study the positions – which are the UNFPA/MOH, the local health workers and 
midwives, the traditional health workers and the local Hmong people – are primarily identified 
through an in-depth analysis of my own empirical data and in addition other relevant material like 
the curriculum of the ethnic midwifery education as well as UNFPA reports. According to Bourdieu 
it is only possible to identify the field through empirical research (Bourdieu & Wacquant 1996: 87-
89). Still, I am challenged by his demarcation of the field, which can seem vague and difficult to 
define because where does the field of reproductive health cease? Nevertheless, applying elements 
of his understanding provides me with a tool to identify the field as a dynamic concept (inspired by 
Kristian Larsen 2009), the essential being identifying the different positions and placing them in a 
broader context to understand how the particular field of reproductive health among the Hmong is 
constructed and contested, which I will put forward in the following analysis. It is obvious that 
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perceptions of reproductive health are constructed not only on village level, region level or state 
level but clearly with references to an international discourse defined by among others WHO and 
the Millennium Development Goals (UN. Org. 2014b). 
 
Positions 
”Positions are objectively defined, in their existence and in the determinations they 
impose upon their occupants, agents or institutions, by their present and potential 
situation (situs) in the structure of the distribution of species of power (or capital) 
whose possession commands access to the specific profits that are at stake in the field, 
as well as by their objective relation to other positions […]” (Bourdieu & Wacquant 
1992: 97). 
 
In the following I clarify how I understand and approach the concept of ‘position’ introduced 
above. Bourdieu applies the concept to illuminate various forms of social distinction, for instance in 
his work on how social class is constructed (Bourdieu 1984, 1996, 2007). In my application of 
position within the field of reproductive health among the Hmong, I focus on how social groups and 
agents act in accordance to their specific position in the social sphere and how this affects the 
construction of what reproductive health implies as they act differently in relation to the prevailing 
discourse, which affects the field of power (Larsen 2010: 51). Whereas the field can be seen as a 
marketplace where a variety of goods are available, though possess different value according to 
time and place, position implies the rank in an order, which means the complex interrelation of 
different and oppositional positions, which constantly changes (Larsen 2010: 55). The empirical 
data can be used to construct relative, conflicting positions in the investigated field. Thus my 
strategy is to analyse and construct the different positions within the field of reproductive health 
among the Hmong, which I believe is reflected in the way the Hmong women approach their 
pregnancy, birth and postnatal period. As such the concept of position can be used to understand the 
implicit rationale behind the way different agents act in relation to reproductive health.  
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Habitus 
”A concept that expresses, on the one hand, the way in which individuals ’become 
themselves’ – develop attitudes and dispositions – and on the other hand, the ways in 
which those individuals engage in practices. An artistic habitus, for example, disposes 
the individual artist to certain activities and perspectives that express the culturally 
and historically constituted values of the artistic field” (Webb et al. 2002: xii-xiii). 
 
For Pierre Bourdieu, ‘habitus’ can be used to describe practices and social organisation, which 
people unconsciously participate in and which determine their actions. The concept indicates a 
complex system of attitudes and dispositions, which are embedded in the agent and implicitly 
guides her in her actions and understandings and relations in the social sphere. Habitus can be seen 
as internalised dispositions and the profound foundation from where the agent acts and determines 
practices and interrelations between agents (Bourdieu 1984: 101-102; Bourdieu & Wacquant 1996: 
24-26). Thus, the way agents perceive reality and make choices reflects the internalised dispositions 
of acting in accordance to specific social conditions. The concept of habitus is essential because it 
enables the researcher to understand the logic of how and why the agents act in a specific way 
within the social sphere (Larsen 2010: 59). It has often been criticized for being too static and 
deterministic because it is determined by profound structures. However, according to Bourdieu, the 
habitus will constantly be exposed to new experiences and thus modify in accordance to these 
(Bourdieu & Wacquant 1996: 118-119). 
 
Bourdieu’s concept of habitus will in this thesis be applied to explain how social practices are 
influenced and changed in accordance to different habitus represented in the field of reproductive 
health. This means that I seek to understand the different representatives and their positions in 
relation to their habitus. To investigate the field of reproductive health among the Hmong, the 
concept is essential to apply because it enables me to explain social practices and how they are 
embedded in the different agents. Agents act in accordance to their position as well as their life 
history and are products of their different social conditions23 and upbringings. Habitus comprises 
both the mental dispositions of social agents as well as their bodily rooting expressed in society. 
This means that habitus shapes agents and their way of perceiving the surrounding world, which is 
expressed through acts and choices (Bourdieu 1984: 46). Moreover, it is a generative concept, 
                                                
23 Also including economic, political, cultural, etc. conditions. 
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which indicates that it is created by and creates social structures (Wilken 2014: 47). Bourdieu 
applies the concept especially to embrace how class conditions influence the way the agent acts and 
thinks, and describes it as a structured structure and a structuring structure (Bourdieu 1984: 170). 
 
Capital  
“The forces that are active in the field – and thus selected by the analyst as pertinent 
because they produce the most relevant differences – are those which define the 
specific capital. A capital does not exist and function except in relation to a field” 
(Bourdieu & Wacqaunt 1992: 101). 
 
‘Capital’ can be defined as a value or resource, which is related to the particular field and provides 
the agent with power. It is relatively connected to the specific social arena and thus capitals will 
vary in accordance to these. This means that capital is determining the hierarchical position of the 
agent and her possibilities to obtain power in the specific field (Bourdieu & Wacquant 1996: 85-
87). Based on his empirical work, Bourdieu defines four different capitals, which include 
economic-, cultural-, social, and symbolic capital (Larsen 2010: 57-58). I will apply the concept of 
capital on an overall basis even though Bourdieu in detail defines and discuss the complexity of the 
different capitals (Bourdieu 2007). Turning to my problem, there are several different agents 
competing in the field of reproductive health and it becomes evident in the analysis that certain 
capitals are more valuable than others. The agent's possibilities are closely connected to her capital 
and the way her capital is perceived by other agents. For example, the ethnic midwife possesses a 
capital through her midwifery education, which seems to be acknowledged by the Hmong society 
and through this capital she obtains a power to affect the field of reproductive health. Many forms 
of capitals exist depending on the specific field in which they are unfolded (Bourdieu & Wacquant 
1996: 86). In this study I apply the concept by investigating forms of capitals that are perceived as a 
value and resource in the Hmong society.  
 
Practices 
This aspect of Bourdieu’s theory is closely connected to field, habitus and capital as these are 
determining practices. The concept of ‘practices’ embraces the actual acts of the agent, which are 
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generated by a specific construction of the social world. This construction is based on a system of 
structured as well as structuring dispositions. The agent does not merely recognize the world 
passively but meets her surroundings actively and situated (Bourdieu 2007: 91). There are logics, 
which determine the agent’s practices. For instance, a midwife acts in accordance to a specific logic 
within the hospital, within treatment procedures, and in accordance to power relations in the 
hierarchic structure of the employees (Callewaert 1994: 14). The internal dispositions form the 
basis of practices and thereby to a large degree become determining of the way the agent acts. 
Applying an example from my field, the Hmong women act in accordance to their habitus, which 
for instance includes their upbringing small hamlets, low education level, coming from poor 
families, etc. This structure does construct their practices and thus approach to reproductive health 
and furthermore, it is structuring by producing or reproducing practices. 
 
  
 48 
Analysis: 
“[…] Conversational analysis reads in each discourse not solely the contingent 
structure of the interaction as a transaction, but also the invisible structures that 
organize it” (Bourdieu 1999: 618). 
 
In the following chapter I shall analyse the different positions within the field of reproductive health 
among the Hmong of Meo Vac to construct an understanding of how the various positions interact 
and influence reproductive health. Clearly all the different agents formulate the same goal, which is 
to improve child- and maternal health among the Hmong, however, the essence of this thesis is how 
reproductive health promotion is perceived and how the different agents contribute to the 
construction of a specific understanding of how to be reproductive healthy. The analytical themes, 
which are emphasised, are a result of both theoretical constructions as well as empirical findings. 
 
In a field analysis it is essential to identify the specific logic of meaning, which determines the 
power struggle (Callewaert 1994: 11). This field analysis will contribute to a perspective of power 
structures, meaning which agents do play a dominant role when defining how reproductive health 
promotion should be perceived and which health initiatives are relevant to make. The approach 
seeks to simplify how agents act from different positions and thus are able to challenge or alter 
existing structures. It illuminates how the ethnic midwives are positioned in relation to other 
positions within the field and how their discourse affects the Hmong women and their perceptions 
of how to act healthy during pregnancy, birth and the postnatal period. Moreover, I introduce some 
theoretical concepts including ‘the medical model’ and ‘authoritative knowledge’ when relevant in 
the analysis, which contribute to explain the different positions presented. Throughout the analysis, 
I provide the reader with examples from my empirical data to illustrate my argumentation. The 
examples I use are not arbitrary but reflect my own perception of the on-going power-struggle 
within the field of reproductive health.   
 
The field of reproductive health among the Hmong is complex and clearly consists of a variety of 
positions. The ones, I have identified as the most important positions, will be put forward in the 
following chapter in a construction of the different positions. 
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As put forward in the chapter on “Analysing strategy – a reflexive process”, I apply three levels to 
investigate the field and thus the analysis is divided into three overall sections with additional sub-
sections. Initially I define the overall field of power in relation to reproductive health among the 
Hmong. As Bourdieu states this will typically evolve around the state (MOH), which is also the 
case in this study. However, the UN equally plays an important role in defining the overall field of 
power in correlation with the MOH. The MOH and the UNFPA initiate the ethnic midwifery 
education and thus they identify what is emphasised during the education and how the ethnic 
midwives are supposed to act in relation to reproductive health when returning to their local setting. 
Subsequently, I examine the different positions within the field, which I – with point of departure in 
my empirical data as well as other studies – have identified. I focus on the local health staff 
including the ethnic midwives because through my empirical data it became clear that their position 
to some extent can be explained in the extension of their educational frame but they also have 
another dimension, which seems to be embedded in their local social setting. I investigate how the 
local Hmong society, including traditional health workers, are positioned in the field. Finally, I sum 
up how these different positions seem to influence the Hmong women who are subject to 
reproductive health promotion, primarily through the ethnic midwives. When relevant, I include 
concepts of habitus and capital to understand how these influence the field of reproductive health. 
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The political position 
The work of the UN is often conducted in cooperation with the national governments to focus and 
align the development. However, the specific priorities defined by the UN are often basis for this 
development (UN. Org. 2014a). The position of the organisation can be characterised as strong, 
powerful and dominating, which will be illustrated below and thus plays an important role when 
defining what reproductive health indicates and how it is to be improved – this I identify as the 
overall field of power. 
 
In 2000 the eight Millennium Development Goals were agreed on by the member countries with the 
specific commitment to reduce extreme poverty and set out a series of targets. Two of the eight 
targets are directly related to reproductive health: ‘reduce child mortality’ and ‘improve maternal 
health’. Socio-historical the UN has played a profound role in identifying, which areas should be 
focused, internationally as well as nationally and through the WHO-defined MDG an emphasis on 
reproductive health has become essential (UN. Org. 2014b). This clearly leads to initiatives 
concerning pregnancy, birth and postnatal health but it also results in reflections on local practices 
and how to define which actions are the right ones to initiate. Thereby, the organisation seems to set 
out the structures, which form the basis of how to improve health globally as well as locally. 
 
In this chapter I analyse how the UNFPA and MOH perceive the Hmong people in relation to their 
overall reproductive health promoting strategy and how this influences the field. Through an 
interview with UNFPA-representative as well as through several reports, I illustrate which health 
perspective that forms the basis of this particular position. In 2006 the pilot project of educating 
ethnic minority midwives was initiated with a co-operation between the Vietnamese Ministry of 
Health and the UNFPA to improve maternal health and reduce maternal mortality. The project was 
initiated due to an increased disparity in health and while the national average health has 
heightened, ethnic minorities – an especially women (and reproductive health) are perceived a 
particular vulnerable group (Interview I: 00:20). 
 
A medical approach 
In this section I will outline the medical model of perceiving health promotion because throughout 
the work with identifying the field of reproductive health, it becomes evident that the MOH and the 
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UNFPA has an underlying logic in their health approach – a doxa, which in some ways draws upon 
elements of this model and thus implicitly forms the basis of their rationale behind their acting 
which will be put forward below. According to Bourdieu as presented in the chapter on “Analysing 
strategy – a reflexive process”, the agents should not solely constitute the construction of social 
reality. It is also essential to identify objective structures, which independently exist and form the 
basis from where the agents act. The medical model emphasises risk and indicates that the 
individual has a responsibility to avoid risky behaviour and exposure to risk equalising a preventive 
behaviour. Health improvement is primarily attempted by health education interventions where 
individuals are taught or convinced to adopt healthy behaviour identified by others than the target 
group (Green & Tones 2010: 25). According to Green and Tones, the medical model perceives risk 
in a narrow manner, neglecting the wider social and environmental health determinants. It has a 
mechanistic understanding of the body – which indicates a focus on physiology, a dualistic 
differentiation of body and mind and a focus on causes of disease (Green & Tones 2010: 24-25). 
Overall it can be criticized for perceiving health promotion in a victim-blaming manner 
disregarding political, social and environmental dimensions, which are affecting behavioural 
choices. It brings individual life and choices under expert control instead of recognising individual 
autonomy (Green & Tones 2010: 25). In the following chapter, I will analyse how this perspective 
is approached in the discourse of the UNFPA. 
 
“Living together in harmony” 
According to the pilot project report of ethnic minority midwife, “Vietnam has 54 different ethnics 
living together in harmony. They have equal access to all the Government’s favourable policies on 
socio-economy, culture, politics and health” (MOH & UNFPA 2006: 2). Nevertheless, one of the 
main reasons the ethnic minorities have a relatively high morbidity and mortality is explained by an 
interracial distance between them and the Kinh people who to a large degree represents the 
Vietnamese health system. According to UNFPA-representative  
 
“the cultural perspective and tradition is very different and very important because 
ethnic minority people have some kind of obstacle or some believe in their minds that 
maybe they don’t want to use the service provided by the Kinh people or health 
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workers, and the majority of Vietnamese people are Kinh people like me – 86 % of the 
population” (Interview I: 02:00).  
 
Moreover, UNFPA-report states that language barriers and health workers’ negative attitude toward 
ethnic minority groups are obstacles to health promotion (UNFPA 2008: 11). The above illustrates 
how a dichotomy between the different groups in society is defined. The health system is primarily 
represented by the Kinh people, who also defines how health should be approached, while the 
ethnic minorities distinguish themselves, for instance because of language barriers but also because 
they experience a negative attitude among the Kinh health workers. Thereby, it seems the Kinh 
people as well as the ethnic minority groups act from opposing positions and while the Kinh people 
primarily represent the health system they are able to occupy a dominant position. However, 
according to UNFPA-representative there are provinces with a high representation of ethnic 
minorities within the local authority, which enables a close cooperation between the different ethnic 
groups (Interview I: 17:28b). 
 
“The one with basic knowledge” 
In the pilot project report the skilled birth attendant is defined in correlation with WHO’s definition 
as  
 
“the one with basic knowledge and skills who is able to provide cares for pregnancy, 
normal delivery and postnatal period for mother and new born babies and to carry 
out initial handling and refer them to higher levels when having obstetric accident”  
(MOH & UNFPA 2006: 1).  
 
Thereby, the initiative (MOH and UNFPA) defines what role the ethnic midwife is to play in her 
local society with point of departure in an international definition of midwifery – a definition, 
which seemingly is applicable among ethnic minorities in Vietnam as well as anywhere else. The 
MOH and the UNFPA thus define that the ethnic midwife has the basic knowledge and knows how 
to handle reproductive health based on an international doxa and a powerful position of defining 
how to be reproductive healthy. They provide the overall structures of the health promotion 
initiative. The focus of the education is on “pregnancy examination, health education, normal 
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delivery, mother and child cares and referring patients to higher levels in the remote and 
mountainous areas” (MOH & UNFPA 2006: 3). The midwife not only treats and refers patients 
during pregnancy, birth and the postnatal period she also has an educational function, which in 
particular provides her with the possibility to affect existing practices.  
 
These practices do not include local perceptions of health but correlate with the above introduced 
medical model as the Hmong women are taught how to be healthy from an overall identified 
perception of health including how to act hygienic or eat healthy with focus on risk (Interview 1-6). 
Thereby, the women are encouraged to adopt healthy behaviour, which is not identified in 
collaboration with them but from above. It seems emphasis is on physical aspects of reproductive 
health, which indicates a segregation of body and mind. After finishing her education and returning 
to her local society, the midwife should according to MOH and UNFPA work under the supervision 
and support of the health sector and the Provincial People’s committee (MOH & UNFPA 2006: 4). 
This can be seen as a supportive aspect of the project, but it can also be perceived as a continuous 
control with the quality of the midwife’s work and maintenance of her subjugation to the norms and 
values of the MOH and UNFPA thereby retaining their dominating position. 
 
“Backward customs” 
According to UNFPA-representative 
  
“It takes time to change health patterns, also among the younger generation in the 
ethnic minorities. But I mean their attitudes concerning health services correlate with 
a general development of the social society” (Interview I: 17:02b). 
 
One of the specificities of the project of the ethnic midwives can be found in the focus on cultural 
practices. According to UNFPA-representative Hmong women do not accept health workers from 
other ethnic groups because of cultural differences. Educating ethnic women could overcome 
barriers because the midwives would be able to understand and operate in their local culture 
(Interview I: 2:00). Thereby, the ethnic midwives should represent the Vietnamese health system 
and its specificities and at the same time respond to local culture and practices. In the pilot project 
report local reproductive health practices are perceived as “backward customs” (MOH & UNFPA 
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2006: 2). This implies a superior attitude towards local practices and it is questionable how the 
ethnic midwives should include and integrate local practices if they are perceived as backwards.  
 
According to UNFPA-representative  
 
“the Hmong people are very different from others […] they have very special beliefs 
and different perspectives. The Hmong people they do not want other people to see 
their body – it has been proven in many studies” (Interview I: 00:55b).  
 
This quote illustrates how the Hmong people are positioned as different from others. They have 
special needs, which have to be altered or accommodated if their reproductive health is to be 
improved. The UNFPA-representative expresses how health service should aim at being 
“diversified for different people and not one size fit all” (Interview I: 03:36b). This could indicate 
an incipient change within the field of reproductive health moving from a uniform to a more 
specified approach focusing on individual groups.  
 
UNFPA-representative uses the denotation ‘cultural barriers’ to describe local practices concerning 
reproductive health and explains that it is essential to be familiar with these to have a solution 
(Interview I: 02:40b). She relates to a cultural diversity, though with a perception of local practices 
as barriers to reproductive health promotion. She states that,  
 
“the cultural perspective is important in the education programme. It is fully reflected 
in terms of training materials, in terms of content, in terms of the training location. 
Our trainees interact with the community” (Interview I: 20:05).  
 
This statement can be seen as an emphasis on respect for local culture and norms, however, as the 
interview continues it becomes clear that the cultural perspective is understood as local obstacles. 
For instance, the midwife is taught “how to clean their hand under household condition. They have 
to know how to handle challenges at the household level where there is no soap or clean water” 
(Interview I: 20:05). It seems the question is either misunderstood or that local culture is equalised 
with local conditions, which are perceived as challenges.  
 
 55 
“Working at the front level” 
The UNFPA-representative states that the ethnic midwives in general have a very low educational 
level. Most of them have not graduated from high school and only have fifth or sixth grade but they 
are admitted due to their language skills (they both speak their ethnic language and Vietnamese). 
This is perceived an advantage because if the women have had higher education they would not 
prefer to stay in their local society but would instead seek urban areas. Furthermore, working within 
the health care sector does not correlate high status (high capital) and young people from ethnic 
minorities with a high school graduation will prefer to study other subjects (Interview I: 2). 
Thereby, the ethnic midwives from this overall perspective are perceived as reflecting a rather low 
capital locally due to their educational level as well as the general perception of healthcare and 
midwifery. The habitus of this group of professionals is extremely relevant, and I will return to this 
below. 
 
The educational level of the ethnic midwives cannot be equalised with the normal Vietnamese 
midwife. Their role is primarily to detect and therefore “the level of competency is lower and the 
skills are lower because they are considered to be working at the front level and they provide first 
aid and transfer them [the women]” (Interview I: 24:00). The ethnic midwife lacks skills24, which 
would provide her with the ability to accommodate emergency situations in a local setting instead 
she has to transfer women to the health centre in emergency situations. Thereby, she can easily be 
perceived among the Hmong women as a prolongation of the Vietnamese health system indicating 
her position. 
 
In the pilot-project-report the specific educational objectives of the ethnic midwife are defined and 
illustrates how skills like hygiene, anamnesis, conventional health care measures, examination, 
registration, diagnosis, identifying risks and support for normal delivery are emphasised (MOH & 
UNFPA 2006). These skills are only a fraction of the education plan but they reflect a certain way 
of perceiving pregnancy, birth and the postnatal period, which can be seen as a contrast to the 
traditional customs of the Hmong society (cf. chapter on “Contextualising the field”). By 
approaching reproductive health this way, the UNFPA and the MOH define the normal birth and 
furthermore, the report indicates that it takes point of departure in risk rather than health. It seems 
                                                
24 She is not allowed to treat patients with medicine. For instance, she cannot apply Oxytocin, which stops bleeding or 
Magnesium Sulphat, a treatment for eclampsia (Interview I). 
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emphasis primarily is on measurable results like a decrease in morbidity and mortality while less 
definable subjects like cultural traditions and cosmologies are given low or none priority. The 
UNFPA-representative explains that the way to improve health quality is by integrating women in 
the health system (Interview I: 16:15). Thus the ethnic midwife is perceived as a mediator between 
traditional culture and the health system. Her role is not to support existing structures but to attempt 
to integrate the ethnic women in an already existing overall Vietnamese health structure.   
 
To sum up 
The above illustrates the position of the UNFPA and to some degree the MOH (represented by the 
UNFPA-representative as well as by different reports), which forms the basis of their work on 
reproductive health promotion. This has become clear to me through interviews and reports on how 
the ethnic midwives as well as the Hmong society are represented and perceived and how the 
institutions are positioned within this struggle for power, defining and deciding how to affect the 
field. It is obvious that both institutions are powerful, which is reflected in their attitudes and 
dispositions within the field and indirectly and directly guides how they approach the social sphere. 
Moreover, I have analysed this position in relation to a medical model, which illuminates how 
reproductive health is accommodated on the political level. I have illustrated how a medical model 
is fundamental in their health perception and argumentation correlating with their approach on how 
to promote reproductive health among the ethnic minorities. 
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The position of the ethnic midwives 
It is essential to include people’s understanding of the social arena they act in, while being aware 
that the agent constructs their perception of this in relation to their position. Therefore, it is 
important to understand the point of departure from where these perceptions are constructed 
(Wilken 2014: 29-30). My first impression of the two ethnic midwives I meet in Meo Vac does not 
comply with my expectations of how they would appear. The two women seem very young (they 
are 17 and 18 years) and respond to our meeting with a giggling approach and a bowed head. They 
look shy and do not wish to be interviewed alone (Observation, Meo Vac 2013). My preconception 
in this particular meeting can be explained in a way of perceiving midwives as independent and 
strong individuals in accordance with my own professional experience. However, it triggers my 
curiosity of how their internalised dispositions, that is the habitus, are acquired through their social 
conditions and how it affects their positions in the field. 
 
“Women respect and follow what we say” 
Looking at the habitus of the ethnic midwives it is essential to include two different social spheres 
which they are a part of, and how this affects the problem I investigate: First how their habitus and 
position affects the construction of reproductive health locally in the Hmong society, and second 
how it plays a role in the structure of the education they are part of. 
 
The ethnic midwives come from two different hamlets close to Meo Vac. They have both finished 
their education within the last year and have been working in the Meo Vac area since then. When I 
ask them about their motivation to apply the education, they both25 respond to my question by 
explaining that they come from very poor families and by getting an education they would be able 
to support their families financially (Interview IV: 01:00). Additionally, they express a wish to help 
women in their society: “I was motivated by wanting to help women – many Hmong women are 
poor and live so far away from the health station” (Interview IV (M1): 06:30). The ethnic 
midwives are rather young and have lived their entire lives in the Meo Vac area besides the 
educational stay in Ha Giang. They have a low basic education and as UNFPA representative states 
“to have a low education woman to become midwife also means that she will stay in her 
community” (Interview I: 10:31b). The mentioned social conditions determine the habitus of these 
                                                
25 Throughout the interview it seems they agree on most things and their answers are rather similar. 
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women as well as their position in the Hmong society before becoming ethnic midwives. They 
express a humble attitude towards the Vietnamese health system (Interview IV (M2): 04:02), which 
among other aspects might be explained through their ethnic position in the society, which socio-
historically can be defined as marginalised as well as through their position as women in a male-
dominated Hmong culture (cf. chapter on “Contextualising the field”).   
 
Initially they are positioned fairly low in the Hmong society according to the above, however, their 
education as midwives seems to alter their position in their local society in correlation with 
Bourdieu’s claim that the habitus constantly will be exposed to new experiences and thus modify in 
accordance to these. The ethnic midwives are positioned quite high in the Hmong society: “The 
women respect and follow what we say” (Interview IV (M1): 17:20). It seems they come to possess 
a rather high both social and cultural capital due to their education and work practices as well as 
their social relations in the Hmong society. In societies where economic capital has a rather small 
impact (like in communist countries), social and cultural capital becomes relatively more important 
(Bourdieu 1984). 
 
When the women enter the midwifery school in Ha Giang they possess a low position and a low 
capital and thus arguable have a low impact on the educational structure. As put forward in the 
contextualising chapter, the Hmong have been rather secluded from the rest of the Vietnamese 
society and defined as different (and cultural backwards) from the Kinh (Interview I) which 
furthermore contributes to explain their position. Their internalised disposition of acting may 
correlate with their position in society defined as cultural backwards or different from the Kinh, 
which could provide them with an inferior approach – as Bourdieu implies habitus is both a 
structured structure and a structuring structure. 
 
In contrast to the construction of the distinctions between Hmong and Kinh people the UNFPA-
representative makes, one of the ethnic midwives emphasises the similarities between the two 
groups: “I think we are quite similar to Kinh people” (Interview IV (M2): 09:20). This may 
indicate a change in the habitus of the ethnic women, as they do not perceive themselves as 
different. Nevertheless, they are perceived as distinct by other agents, who influence their 
internalised dispositions and arguably to some extent retain their position.  
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When entering the education, the ethnic midwives enter a powerful field of constructing perceptions 
of reproductive health and moreover they initially have a low social and cultural capital and thus 
arguably a vague position within the field. They do not beforehand have well-defined ideas of how 
to approach their local reproductive sphere, and as one ethnic midwife states: “I did not know 
anything before [entering the education]” (Interview IV (M1): 06:30), they merely wish to do a 
difference among their own ethnic group. Thereby, it becomes apparent that their construction of 
reproductive health to a large degree develops in correlation with the MOH and UNFPA: “I learned 
everything in school. I had nine months preparation” (Interview IV (M2): 13:40).  
 
“We have procedure” 
According to the Hmong women the ethnic midwives represent a health approach where focus is on 
hygiene, information, clean equipment, etc. (Interview 1-6), which correlates with the focus of the 
educational standards (MOH & UNFPA 2006). The position from where they act is in contrast to 
traditional practices performed by the medicine man and the traditional midwife and in contrast to 
traditional norms in their local society. As expressed by one of the midwives: “The medicine doctor 
is so different. Hmong people believe that sickness is caused by ghosts and spirits” (Interview IV 
(M1): 11:20). The ethnic midwives meet the women with a health perception, which seems to have 
a rather high position among the local Hmong women and indicates a change in the rank of the 
order of positions. The midwife is a powerful agent as she represents an alteration in the doxa of 
birth practices. Her discourse indicates her position as opposed to tradition and culture in a medical 
discourse defined by the institutionalised structure of the MOH and the UNFPA. While the 
traditional midwife and the medicine man originally have had a strong position on pregnancy, birth 
and postnatal practices, the ethnic midwife seems to have altered this power structure, and among 
the six Hmong respondents has an important influence in their construction of reproductive health. 
 
When asked how local women perceive them, the respondent answers rather unilaterally reflecting:  
 
“We give them recommendations. We have procedure. First time when we visit a 
pregnant woman, we recommend that she should go to the health station for check. 
And if they do not follow, second time we go to visit and examine the woman in their 
home” (Interview IV (M1): 17:20).  
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The ethnic midwives take point of departure in procedures and an insisting attitude to influence the 
women. They appear to be confident in their own role and underline the alteration the initiative has 
had on local health: “Before we joined the training almost all women gave birth at home assisted by 
their mother in law or their husband. Now it is different because we can help the women. They can 
call us for help” (Interview IV (M2): 30:00).  
 
The interview with the two ethnic midwives indicates a power struggle between two opposing 
positions rooted in respectively tradition and a medical approach to reproductive health. The 
midwives influence the women and apply an argumentation, which is embedded in the medical 
model with focus on risk. For instance, the above respond indicates that they are of the opinion that 
women benefit from going to the health station rather than giving birth at home as traditional norms 
prescribe. 
 
 “We use Hmong language” 
Approaching the field I had the impression – through the film by Nick Ahlmark and Thomas 
Maresca and through UN material – that the initiative of educating local midwives had a focus on 
local norms and values and how to include these when implementing new health interventions. One 
of my attentions has been on how ethnic midwives include the local culture as indicated both by 
UNFPA-respondent and by the educational material. However, during the interview with the ethnic 
midwives, local culture appears to be understood solely as Hmong language. When the midwives 
are asked how they include local culture in their work, they state:  
 
“we use Hmong language. We just tell them [the women] that they should go to health 
station for check. That it is better to go there – they will have better quality. We tell 
them about what is good for the pregnancy – about nutrition and something like that. 
If the woman believes in the preacher, it can be difficult to recommend them things” 
(Interview IV (M1): 21:20).  
 
Additionally the health worker moderates the approach by stating that “we [health worker and 
midwives] teach and we have to select which habits are good and which are not good. So we keep 
some traditions and cut out others, which are not good for development” (Interview V: 10:00). 
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It seems the midwives are to define independently how they accomodate the specific ethnic 
characteristics – because during their education, how to include tradition or cultural believes is not 
defined or reflected upon. Instead it is an indirect anticipation that ethnic midwives, because they 
work within their own ethnic group, naturally implement cultural aspects in their work with local 
women. As the doctor at the community health station states “The ethnic midwives have a good 
knowledge of the Hmong culture and community because they are the alike” (Interview VI: 16:10). 
The above indicates that the two midwives do not implement traditional practices in their approach 
to pregnancy, birth and the postnatal period. They embrace their culture by applying Hmong 
language and differentiate between on the one hand the Vietnamese health system representing 
“better quality” whereas on the other hand local Hmong culture is a “difficult” obstacle to health 
promotion. Again this indicates how the ethnic midwives position themselves in prolongation of the 
UNFPA and MOH.  
 
To sum up 
In the above section I have continued my field analysis with focus on the two ethnic midwives of 
Meo Vac. I have shown how their habitus determines their position in the field of defining 
reproductive health. Moreover, how their position in the local social sphere alters in relation to their 
educational experiences. The ethnic midwives seem to construct their discourse from a position, 
which correlates the educational structure and thus become – to some extension – a prolongation of 
the UNFPA/MOH-position. The ethnic midwives are to define independently how to accommodate 
local culture and the interview shows that they solely perceive the specific Hmong-language as 
culture, while local birth practices are not accommodated.   
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Authoritative knowledge 
Based on Brigitte Jordan’s26 Bourdieu-inspired approach to reproductive authoritative knowledge 
(Jordan 1997), which includes how knowledge is produced and reproduced, the following chapter 
will evolve around how certain kinds of knowledge becomes authoritative. This indicates how some 
knowledge systems become dominating and overruling other knowledge systems. I apply this 
concept because it illuminates a recurrent theme in the interview-data on how traditional knowledge 
seems to become devaluated while other knowledge systems like the medical model come to 
occupy the dominating position. 
 
According to Jordan several knowledge systems exist in any domain and while some are able to co-
exist equally others become dominating because “they explain the state of the world better for the 
purposes at hand (efficacy) or because they are associated with a stronger power base (structural 
superiority), and usually both” (Jordan 1997: 56). As one kind of knowledge becomes dominating 
often other knowledge systems relatively devaluate as a consequence. The production and 
reproduction of authoritative knowledge reflects the power relations inside a community of practice 
in a way that seems as a natural social order to the involved participants. The above illustrates how 
‘inferior knowledge’ becomes devalued in hierarchical knowledge structures, characterized by a 
notion of backwards, naive and ignorant (Jordan 1997: 56). Throughout the interviews with the six 
Hmong women, they all relate their knowledge on reproductive health to different knowledge 
systems (Interview 1-6). Their understandings are produced in accordance to these but also 
constructed by dissociation from, for instance, aspects of traditional practices represented by among 
others the traditional midwife. 
 
In relation to health authority and in line with Jordan, sociologist Paul Starr provides an analysis 
concerning the American health system, which I find relevant to this current problem. He perceives 
authoritative knowledge among health workers (especially doctors) embedded in a distinctive basis 
of legitimacy, which provides strength to their authority because they belong to a community of 
objective validated competence (Starr 1982: 12). This argumentation implies that the established 
health system – in this case the health community station and its employees – basically has 
legitimacy. The authority of the professions results in defining the needs of the patients and being in 
                                                
26 Brigitte Jordan is an American medical anthropologist who has been working with birth practices in different 
cultures. 
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charge of facts (Starr 1982: 13). Starr recognises a change from a pluralistic medical system 
(traditional midwife, medicine man, barber, folk healer, etc.) into an establishment of one 
authoritative, professional knowledge system in the beginning of the 20. century, a transition which 
devalued other knowledge systems. He applies the concept of ‘cultural authority’ to explain how 
particular perceptions of reality are defined as valid and true (Starr 1982: 13-14). Knowledge can be 
perceived as natural, while actually it is a production and reproduction, as Jordan states “The power 
of authoritative knowledge is not that it is correct but that it counts” (Jordan 1997: 58). Thereby, 
authoritative knowledge can be understood as a collective perception of what is perceived as 
meaningful in relation to a specific constellation. For instance, cosmologies have been a natural 
element of birth practices, while my data implies that other knowledge systems have come to 
explain the state of the world better. These are now the ones that count. 
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Position of the traditional health workers 
 
“Now the world has changed so much. Our lives have changed so much. No culture or 
tradition is important during pregnancy and birth” (Hmong woman, Interview 4: 
10:00). 
 
Initially I had the preconception that traditional health workers such as the traditional midwife and 
medicine man had a dominant position in the Hmong society. My understanding was based on, 
among others, studies by Rice, Hilmer and UNFPA. Nevertheless, my empirical data indicates 
otherwise, which I will put forward in the analysis section below. Nevertheless, I find it relevant 
briefly to include the traditional health workers in my field analysis due to the important role they 
seem to have played in the Hmong society according to the above-mentioned studies. Thereby 
implying a somewhat recent change in the reproductive health perceptions among the Hmong 
women (clearly with point of departure in a sparse amount of interviews, which I will return to in 
my discussion). 
 
I have not interviewed traditional health workers but through the interviews with local women and 
health workers at the community health station, I get an impression of their local position from 
where they act. According to Rice they have had an essential and dominating position in society by 
representing religious and cultural practices (Rice 2000). In the health promoting initiative the 
traditional health workers are not included as the doctor states when asked how the community 
health station cooperates with the traditional health workers:  
 
“Actually we do not work with the traditional midwife because we have a network of 
many health workers on a village level and they support our work by getting data and 
monitor the pregnant women. They also list the names and report to us and monitor, 
follow up and detect risks concerned with pregnancy” (Interview VI: 05:20).  
 
I cannot define habitus or capitals of the traditional health workers due to limitations of my 
empirical data but according to Rice it seems, the traditional health workers have had a strong 
position in the Hmong society from where they have participated in creating a health doxa. 
Especially their social capital appears to have been strong within Hmong communities as everybody 
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knew the traditional health worker and she has been the only possible assistance during pregnancy, 
birth and the postnatal period. However, other capitals gaining more impact have challenged her 
capital. 
 
Nevertheless, the above quote suggests a marginalised position of the traditional health workers, as 
they are not included in the health system as relevant collaborators. They are perceived as inferior 
to the ethnic midwives as the ethnic midwives “are much more skilled than the traditional 
midwives” (Interview VI: 14:00). Or as a Hmong woman states: 
  
“I need the help of traditional medicine people and also the preacher but I need the 
health station more. I think the health station and the midwife is more important to me 
because they can help me if I have an emergency and they teach me many new things” 
(Interview 1: 05:50).  
 
Thereby, the health practices the traditional health workers are able to offer becomes devaluated as 
the health promotion, represented by the Vietnamese health system, becomes authoritative because 
it is able to explain the state of the world better and to a larger degree accommodate current needs. 
This indicates a change from a pluralistic medical system, where several health positions have 
existed concurrently, to one health system being authoritative. The doctor in the community health 
station mentions a possible reason for this change. He explains that people became conscious of the 
Vietnamese health system and Western medicine due to a meningitis epidemic in the area 20 years 
ago. The epidemic killed people but was treatable in the health clinics. This induced a general 
believe among the Hmong in the health system and altered the local approach to health and 
according to the doctor: “now when people have symptoms of sickness they think about the health 
station” (Interview VI: 29:00). Thereby, doxa and the social practices of the traditional health 
workers become inadequate to meet the actual health needs of the Hmong. 
 
To sum up 
The position of the traditional health workers has changed. I argue that before existed a pluralistic 
medical system represented by the traditional midwife, the medicine man, etc. However, health 
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represented by the Vietnamese health system has come to explain the world better and thus 
possesses authoritative knowledge devaluating traditional health positions. 
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The Hmong women and their perception of reproductive health 
I have had great expectations of the six interviews with the Hmong women and perceive these as 
one of the main focuses of my empirical data. I have had many considerations on how to approach 
the women and how to pose questions, which encourage them to speak without forcing the situation 
as mentioned earlier. During my observations it becomes clear to me that all six women approach 
the situation with which seems to be an extreme scepticism or shyness. They all look down 
constantly while we speak and only reply to my questions with brief direct answers, which 
challenge the dimension of the unstructured in the semi-structured interview (Observation, Meo 
Vac 2013). Their behaviour makes me reflect over the fact that it is essential to relate what they say 
and do to their specific position within the investigated field.  
 
“This is more hygienic” 
When the six Hmong women are asked if they can tell something about themselves they all respond 
with their family status, i.e. children and husband and where they live. Thereby, they identify 
themselves by their position in the family and the important role as a wife and mother (Interview 1-
6). Several of the women explain how they are subjected to the husband’s family – especially the 
mother in law or the husband who possess the power to decide how the women should behave 
during pregnancy, birth and the postnatal period, which also includes the choice of giving birth at 
home or going to the hospital.  
 
Some of the women express how they gave birth with their mother in law even though they would 
prefer an ethnic midwife assisting the birth. For instance, one of the women explains that she  
 
“liked to be supported by the midwife much more than my mother in law because my 
mother in law did not have any cover. The midwife cover the ground with plastic and 
this is more hygienic. And she also knows how to handle me when I push and when the 
baby arrives” (Interview 3: 56).  
 
This quote frames two important aspects; first that the woman is subject to family norms of giving 
birth in the home and second that the midwife according to this woman possesses authoritative 
knowledge on birth with focus on hygiene. I will return to the last aspect.  
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The young woman is positioned rather low in the Hmong society, which I perceive is reflected in 
their habitus in this case expressed by their approach to the interview situation. She is according to 
norms (Rice 2000) subject to both the husband and the mother in law, and their opinion on how to 
be reproductive healthy becomes determining to her practices voluntarily or involuntarily. One of 
the respondents explains:  
 
“In my case only my husband went to the meeting [information meeting about 
pregnancy and birth]. Actually, I feel I do not know anything about pregnancy and 
birth. Only my husband knows and he did not tell me about it… All the decisions are 
made by my husband – he decides everything and I just do what he says… We never 
talk about family planning, pregnancy and birth”  
(Interview 6: 65).  
 
She emphasises her own inferiority and lack of knowledge on reproductive health, which is not her 
own choice but her husband’s. Another respondent expresses that “I always follow my husband and 
my mother in law. They are the ones who decide how to act and what to do” (Interview 2: 52). The 
power-relation reflects certain logic, which has an influence on reproductive practices. This gender 
logic seems to be internalised and embedded in the woman who acts inferior in accordance to this. 
Doxa allows the husband and mother in law to be representatives of reproductive behaviour. 
 
The habitus of the women may also have an impact on how they meet authorities. They are 
traditionally subdued the husband and the mother in law (cf. chapter on “contextualising the field”) 
and thus adopt an inferior position, which may have an impact on their approach to other authorities 
like the ethnic midwife. The doxa of the husband and mother in law determines the woman’s 
practices as well as the ethnic midwife’s doxa comes to have an important impact on her practices. 
 
“I did not know how to get pregnant” 
Some of the women express how they did not know anything about pregnancy before they became 
pregnant.   
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“Before my wedding I did not know anything about pregnancy, I did not know how to 
get pregnant – nobody told me about this. After getting married my period stopped 
and that is how I knew I was pregnant” (Interview 4: 24:25).  
 
Several of the respondents recognise the above, which could indicate a low information level during 
their upbringing and a lack of sharing experiences in the Hmong society concerning delicate 
matters. However, it could also reflect the fact that they do not wish to share these delicate matters 
with me – maybe because my interpreter is a male. As the health worker expresses “I think it is 
because they do not want to tell about their knowledge. They think it is embarrassing” (Interview 
V: 18:30). Several women explain how they only knew they were pregnant because their mother in 
law informed them when their period stopped.  
 
Even though several of the women express how their mother in law has a rather important position 
in reproductive health behaviour in the family, they also express a dichotomy between generations. 
Whereas the older generation has been used to home birth the younger generation is becoming 
oriented towards the Vietnamese health system. As one woman explains:  
 
“With Hmong culture, the older generation – most of them had birth at home but now 
our generation we sometimes go to the health station for help and in some cases we 
also go to deliver in the health station” (Interview 1: 02:00).  
 
Another respondent illuminates this by saying that  
 
“by change I mean that I follow all the guidelines, all the information the midwife 
provides. I do not follow the older generation and their recommendations. I think it is 
important to listen to the midwife and her expertise” (Interview 4: 12:30).  
 
Several of the women explain how they the first time gave birth in their home setting supported by 
the mother in law while the ethnic midwife assisted them during the subsequent births. The change 
of practices reflects the preference among the young women and seems to be rather recent. Several 
of the respondents indicate that the mother in law lacks knowledge and equipment in contrast to the 
ethnic midwife: “The last birth was better compared with the help I got from my mother in law – 
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this was much more hygienic because the midwife has a lot of equipment to assist” (Interview 1: 
17:40). Knowledge and equipment provide the midwife with capital, which simultaneously 
devaluates the position of the mother in law and the capital she possesses.  
 
The women do not use each other’s experiences. They express how they do not share information 
and secrets about reproductive health due to for instance lack of time or as one respondent says: “I 
think it is very private and better [than sharing information] for them [local women] to go talk to 
the midwife and go to the health station” (Interview 2: 54). As such the information they get – to 
some degree from the mother in law and especially from the midwife and other health 
representatives become very powerful. Knowledge sources (there is no television or radio) are 
sparse and the midwife and to some extent the mother in law seem to have monopoly to information 
and knowledge of reproductive health practices. 
 
“I always follow the recommendations of the midwife” 
It seems the respondents uniformly agree that the information the ethnic midwife gives holds the 
truth as one respondent explains: “She [the midwife] comes to my home and visit and lecture. She 
tells me that I should do light work and that I should go to the health station. I always follow the 
recommendations of the midwife” (Interview 2: 52).  
 
According to the Hmong women the ethnic midwife represents a health approach where focus is on 
hygiene, information, clean equipment, healthy food, etc. This indicates a change towards a new 
orientation provided by the ethnic midwives and the health system in contrast to traditional 
practices. The women prefer the health system to their traditional norms and birth methods 
(Interview 1-6). The health station and the employees represent an attractive alternative to home 
birth and as one respondent expresses: “the doctor has higher capacity and here [at the health 
station] they have equipment” (Interview 4: 29:00). They all express – not surprisingly - how the 
most important issue for them is a healthy baby and a healthy mother. The way they explain how to 
obtain this goal though is in direct lineage with the position of the midwife in correlation with the 
medical model with focus on risk and how to avoid sickness. 
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“Kinh and Hmong are the same” 
As shown earlier much literature concerned with the Hmong focuses on how norms and customs are 
essential to their pregnancy and birth culture. For instance, burying the placenta where the baby is 
born to preserve the soul, etc. However, these women seem to orient themselves much more 
towards the position of the Vietnamese health system. They do not perceive themselves as much 
different from Kinh people and most of them do not feel distanced or shy in relation to the health 
system as articulated in various sources (UN-film/Rice). A Hmong woman expresses this by saying: 
“Kinh and Hmong are the same. I do not think about this” (Interview 3: 56). This perception 
surprises me because it is in contrast to much literature and seems to indicate a change in the 
habitus of the Hmong women. They are often portrayed as defining themselves as different from 
and inferior to the Kinh – though, according to head of MCNV; Pamela Write27, Hmong people 
perceive the Kinh as a source of inspiration to obtain a better life. 
 
The attitude towards Kinh people and the health system might be explained by these women living 
close (ten km) to the town of Meo Vac and thus to some extent are in contact with the Vietnamese 
society. If I had done research in more remote areas the results might have been different because 
this group of women do not have a lot of contact with either the health system or the Kinh people. 
This would be interesting to investigate in an expanded analysis. 
 
“The health station helps you”  
My inspiration to approach the field of reproductive health among the Hmong in Northern Vietnam 
arose by the significantly high morbidity/mortality rate related to pregnancy, birth and the postnatal 
period among the minority group and how the initiative of educating local women could 
accommodate this problem. Different statistics illustrate (Globalis 2014; UNFPA 2014a; Central 
Population and Housing Census Steering Committee 2010) (although they do not necessarily 
correlate) that Hmong people have a high morbidity/mortality. Nevertheless, when I confront the 
respondents with this, only one Hmong woman is able to provide me with an example of a baby or 
mother dying in the area. She explains “I know about some case of delivery where the baby is dead. 
The woman did not go to the health station for check and the baby died. The health station helps 
you” (Interview 5: 30:50). Thereby, she parallels the negative outcome with the woman not seeking 
                                                
27 Based on an informal conversation with the head of MCNV. 
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help through the established health system, and the health system comes to represent a solution to 
morbidity/mortality. Several of the respondents equal this development with the role of the ethnic 
midwife and indicate that her actions have improved reproductive health in the area. 
 
The statistics combined with the knowledge of the women could indicate a large local difference in 
the morbidity/mortality rate. The women I have interviewed live close to the health station, which 
affect both their knowledge on health and contact to the health system. However, it is also 
important to approach the statistic material with some scepticism as to how and when the data is 
collected, etc. 
 
To sum up 
In the above chapter, the analysis has evolved around the Hmong women and their approach to 
reproductive health. I have investigated their habitus and the position from where they create their 
perspectives and argue that they have a rather low position in the Hmong society subdued to both 
their mother in law and husband, which seems to have an important influence on health doxa and 
thus their health behaviour. I also consider this aspect to have an impact on their relation to 
authorities, such as the ethnic midwife. Even though the family has a dominating role, all six 
Hmong women prefer to be assisted during birth by the ethnic midwife, which seems to induce a 
change in health practices. They express a lack of knowledge on pregnancy and birth and describe 
how the ethnic midwife becomes a dominating agent who affects a change of practices, which are 
distanced from traditional practices. The ethnic midwife seems to represent a new health 
perspective, which accommodates the women’s needs and provides information and treatment, 
which to a large degree comes to represent the ‘right’ approach to reproductive health. Moreover, 
the interviews shed light over the fact that the women do not perceive themselves as different from 
the Kinh people, which primarily represent the health system.  
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Discussion 
In the following chapter I connect my previous insights from my analytical chapters: “The political 
position”, “The position of the ethnic midwives”, “Position of the traditional health workers” and 
“The Hmong women and their perception of reproductive health” and discuss how different 
positions guide reproductive health practices and what implications this has in a local context. 
Furthermore, I critically reflect on my methodological and theoretical approach used in the thesis 
and field research. 
 
Part one – discussion of my findings 
In the above analysis of my field research I have with point of departure in Pierre Bourdieu’s 
theoretical apparatus (cf. chapter on “Theoretical approach”), shown how reproductive health 
among the Hmong is constructed in a complex interaction between different agents who act from 
distinctive positions, for example the political position, which (to a high degree) approaches 
reproductive health from a ‘medical model’. I have illustrated several key points. Firstly, how 
Bourdieu’s concept of ‘field of power’ (cf. chapter on “The political position”; Bourdieu & 
Wacquant 1996: 91), which I have identified as the UNFPA and the MOH, is able to explain how a 
reproductive health promotion strategy is constructed. Secondly, how this approach influences the 
ethnic midwives through their education (cf. chapter on “The position of the ethnic midwives”), a 
discourse, which seems to be continued in their work with the local Hmong women. Finally, I have 
analysed how the local Hmong women construct perceptions of reproductive health (cf. chapter on 
“The Hmong women and their perception of reproductive health”) and shown how this occurs 
through local norms and values and especially through what I have shown to be a powerful ethnic 
midwife. 
 
A stereotypical perspective  
In the following I discuss my findings and draw upon other studies to support or challenge my 
arguments. In the literature review (cf. “Placing the study – a review of current perceptions of the 
problem”), I have drawn on established literature to make sense of how cultural practices and local 
norms among ethnic minorities like the Hmong have been presented as an obstacle to health in a 
stereotypical manner (Duncan 2008; Turner 2010; World Bank 2009). This stereotypical perception 
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(of ‘backward’ minorities) is supported by both the UNFPA-representative and UN-material (MOH 
& UNFPA 2006: 2). This discourse frames the overall power field from where reproductive health 
promotion is initiated. It indicates that a medical model is the solution to a reduction in morbidity 
and mortality, whereas cultural practices and local norms are perceived as a ‘backwards’ hindrance 
to good reproductive health outcomes. The UNFPA-representative expresses how cultural aspects 
should be included in reproductive health promotion; however, ‘cultural perspectives’ are 
understood as local obstacles. I find this perspective problematic. Local health practices should not 
be treated like obstacles but rather be involved to obtain health promotion goals.  
 
In his book Minority development and government policy in Southeast Asia: civilizing the margins 
Duncan claims that most Southeast Asian countries – including Vietnam – conduct development 
programs which aim at developing and incorporating ethnic minorities more thoroughly into the 
nation-state governance structures. He claims that these programs define a norm, which represents 
the ruling majority of Vietnam, the Kinh, to which all Vietnam’s ethnic minorities should adapt. 
The government wishes to raise the living standard among the ethnic minorities by distancing them 
from ‘traditional’ practices and bringing them into the fold of modernity (Duncan 2008: 1-3). My 
discussion of the UN reports and the UNFPA-representative supports Duncan’s argument. In these 
materials, it is possible to identify how cultural practices are perceived, as a necessity to 
incorporate, and alter, in development strategies. This is communicated in a manner that perceives 
them as backwards and their practices and cultures as obstacles to Vietnam’s development. The 
health promotion applied by the Vietnamese health system is problematic because it does not 
accommodate different needs, for instance social or ethnic, but approaches health uniformly 
(Duncan 2008).  
 
Uniform health promotion 
By initiating the project of educating ethnic midwives, the UNFPA and the MOH should arguably 
account for the diversity of people and cultural practices by making a bridge between the 
Vietnamese health system and the ethnic minorities. However, the position from where they form 
their discourse seems to be embedded in a medical model, which approaches pregnancy, birth and 
the postnatal period alike, regardless of context. Gammeltoft & Nguyên emphasize that low-income 
countries like Vietnam adopt reproductive health care methodology (like for instance ultrasound) 
from high-income countries without adjusting the employed methodology to a local context 
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(Gammeltoft & Nguyên 2007: 2249-2251). This perspective seems to have parallels to the UNFPA 
and the MOH approach to reproductive health among the ethnic minorities. The work of the ethnic 
midwife aims at reducing morbidity and mortality and as I have shown the educational objectives 
follow a standardised ideal arguably embedded in a medical model, where expert control is essential 
and individual autonomy less important (Green & Tones 2010: 25). The standardised strategy 
seems to have a positive impact on the morbidity and mortality level, though fails to embrace 
diversity. The Vietnamese National standard guidelines on reproductive health recommends 
women give birth in a reclined position, legs in stirrups, and are solely attended by medical staff 
(MOH 2009b). I recognise this consistent, standardised approach to birth practices in my earlier 
research in Hanoi (Fugmann & Treiner 2007). White et al. (2012) show in their analysis that 
Hmong women find the system’s standard recommendations of birth practices problematic. This 
suggests that by choosing to give birth within the Vietnamese health sector, the Hmong women 
compromise their preferences to obtain a less risky birth situation. 
 
My findings point to the fact that the initiative of the ethnic midwives becomes an extension of the 
position of the Vietnamese health system. The educational structure represents a powerful 
discourse, which the young midwives, due to their habitus and as I have shown in the analysis, are 
not in a position to challenge. In the program, they are to define, how they will accomodate culture 
and norms in their local context. As I have shown, through the interview it becomes apparent that 
the way they seek to embrace local culture boils down to the midwife seeking to accommodate 
participating Hmong women with their common Hmong language. There are clearly nuances, 
which may be lost in the translation process, however this aspect seems to be confirmed during the 
interviews with the local Hmong women. The midwives do not include traditional health practices, 
but instead their work is focused around a medical preventative approach with a focus on risk 
minimization. 
 
New tendencies 
Many studies on Hmong society focus on practices related to birth culture. These studies present 
norms and rituals as reasons to explain why Hmong women wish to give birth in their home setting 
(Symonds 2004; Rice 2000; Sparks 2014). My results suggest another factor. The six interviews I 
undertook with Hmong women illustrate the important role the ethnic midwife has on their birth 
perspectives and practices. This suggests that to them, the midwife comes to represent authoritative 
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knowledge, and as a result of this, what might be seen as traditional practices are valued less and 
are becoming marginalised for those who have participated in this program. Moreover, traditional 
health workers like the traditional midwife and the mother in law, who customarily have possessed 
important positions during the pregnancy, birth and the postnatal periods, were less important to all 
six respondents. 
 
In the chapter “Contextualising the field”, I presented an example of a cultural practice concerning 
the burial of the placenta after birth. This example illustrates the importance of how a ritual 
becomes perceived as a challenge for the Vietnamese health system’s implementation of its new 
health promotion approach. I also showed that if the woman goes to the hospital to give birth, then 
she is not able to accommodate such rituals, which are believed to affect the goodwill of the spirits 
and the baby’s good fortune in life. Nonetheless, all six Hmong respondents express a positive 
attitude not only towards the ethnic midwife but also towards the Vietnamese health system in 
general. Their attitudes towards the Vietnamese health system are in great contrast to how ethnic 
minorities are presented in broader academic and development literature, for instance in material by 
the UN. In a UN documentary, Hmong women are presented as distanced and unwilling to seek 
health care in the Vietnamese health care system due to their adherence to traditional practices (UN-
Vietnam 2014). 
 
Through the six interviews I undertook, it became evident that these women do not perceive much 
difference between Hmong and Kinh people and they do not seem to be distanced from the health 
system as the UN material showed. Instead, I found that they prefer the reproductive health methods 
practiced by the ethnic midwife. The Hmong women all emphasised the importance of hygiene, 
equipment, and professional assistance during labour, etc., whereas none included rituals or 
established non-bio-medical norms as important birth practices. Arguably the ethnic midwife has 
introduced an alternative approach to reproductive health, which seems to alter existing practices 
due to how the Hmong women perceive and respect the midwife as an authoritative figure. My 
preliminary findings show that the Hmong women who participated in the ethnic midwife program 
appreciate this alternative to reproductive health, and are distancing themselves from Hmong 
reproductive health practices and rituals.  
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It is essential to reflect on the fact that the six Hmong respondents live within kilometres from the 
community health station and thereby have more contact with the ethnic midwife than Hmong 
women who live far from the community health station. The participants living closer are exposed 
to more information and assistance from the ethnic midwife and other health representatives, which 
may influence their practices and perceptions of health in contrast to women living far away who 
are assisted by traditional health workers. Nonetheless, it may not be possible to explain the 
utilisation of delivery services merely by proximity to health assistance. A study conducted in 
Nepal showed that the quality of the service was a fundamental explanatory variable (Jahn et al. 
2000). My results support Jahn et al’s findings, in that the interviews with the Hmong women 
showed they found the service provided by the ethnic midwives of high quality and accommodated 
their needs. This implies that their perception of the quality of the service influences their utilisation 
of the ethnic midwife, which could be rejected regardless of distance, if the quality of health service 
the midwife provided was low. 
 
Explaining health inequity 
Many studies focus on health determinants like culture, education, distance to health centre, etc. to 
explain the high mortality and morbidity among ethnic groups (e.g. Skolnik 2012). However, few 
studies include ethnicity as a direct reason for this. An exception to this is Målqvist et al. who add 
ethnicity as an important explanation of reproductive health diversification, exemplified through 
reports of discrimination within the Vietnamese health system towards ethnic groups as well as 
disregarding local customs and norms, for instance the burial of the placenta at home (Målqvist et 
al. 2013a; Målqvist et al. 2013b). According to White et al. their studies among Hmong women in 
the Ha Giang area indicated that a language barrier prevents Hmong women from approaching the 
health station (White et al. 2012: 871). The initiative of educating ethnic midwives seems to address 
the above problems because the local Hmong women in my research field meet the health system 
through the ethnic midwife who represents the same ethnic group and speaks the Hmong language. 
As I have shown in my analysis, the practices of the ethnic midwives are (to a large degree) an 
extension of the Vietnamese health system. Both doxa have similar medical frames and the Hmong 
women appear to adapt these as evidenced in their choice to disregard local norms and longstanding 
values. My results show that the reproductive health promotion initiative is not a dynamic but rather 
a one-sided process, which arguably reflects ‘cultural authority’ embedded within development and 
Vietnamese governance structures. 
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Part two – discussion of my methodology 
It has been a huge challenge to arrange research in Meo Vac and be allowed to conduct interviews – 
what I perceive as a victory! I have tried throughout the thesis to be reflexive and conscious of my 
affect on my research, as well as about how I am influenced by my respondents. I have also 
constantly applied a wide section of sources in several disciplines to illuminate and discuss my data.  
 
In this chapter I discuss methods, which contribute to the construction of the field of reproductive 
health among the Hmong. First, I critique some of the sources applied in the thesis. Second, I 
highlight and reflect on possible problems with my own data collection and processing methods, 
including my selection of respondents, health determinants (especially geographical distance to the 
health centre), the interviewing techniques, and ethical considerations. 
 
As put forward in the chapter “Placing the study – a review of current perceptions of the problem”, 
any data on reproductive health among the Hmong people is sparse and several sources are out of 
date. Sources such as the UN inform government approaches to reproductive health and thus have a 
particular development agenda, which – as I have put forward – is reflected in their material. 
Therefore, it has been necessary to include elements from different studies to supplement and 
nuance my analysis. Moreover, the quality of the statistical data concerning morbidity and mortality 
among ethnic groups (for instance, UNFPA 2014a; Central Population and Housing Census 
Steering Committee 2010) is questionable. According to White, data is limited and uncertain and 
therefore, it can be difficult to detect the development trends – that is to know if a positive change is 
occurring (White 2012: 870). My data illustrates a tendency within a small group of Hmong 
women, which, although a limited sample, offers a great contrast to the typical portrayals of Hmong 
people in official discourse and literature. Through the ethnic midwife these women have 
established a connection between their own social realities and the Vietnamese health system. I 
found the dynamic of this relationship to be anything but disconnected. 
 
It is questionable whether the connection between the Hmong women and the Vietnamese health 
system reflects a distortion in my empirical data and selection criteria. My respondents all represent 
a category of Hmong women who prefer to use the state health system. Additionally, there is 
geographic proximity to account for. The choices of these women, who live close to Meo Vac 
Health Station (in a radius of five km), could be influenced by their exposure to information about 
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the ethnic midwife program. Even though the women seem to have been arbitrary selected to 
participate, there may have been party-state involvement in their selection, which I was not aware 
of prior to the interviews. The Vietnamese state may have an interest in understating the potential 
area of conflict between ethnic groups and wish to represent the health system’s work locally more 
positive than it actually is. This consideration reflects my knowledge of the rather controlled 
Vietnamese socialist society and the fact that members of the People’s Committee often were 
present during my data collection, indicating a degree of control over the research process. 
 
In this selection it is also essential to reflect on other health determinants that influence how the 
Hmong women perceive and approach their reproductive health, like education, language, 
economy, and religion. I have thus far reflected upon distance to health station and adherence to 
local customs, but many other health determinants may influence women’s perceptions of 
reproductive health. The level of communication and connection to the ethnic midwife and the 
health station may influence the women’s choices, and traditional health workers may have more 
impact in remote areas far from the health station while the Vietnamese health system and the 
ethnic midwives play a less relevant and meaning constructing role. I presume that had I gone to a 
hamlet 30 km from the health station my data might have appeared completely different. To 
conduct a more comprehensive data collection in a larger catchment would be relevant and could 
enhance any nuances in my results. Moreover, statistics indicate – assuming the statistic material is 
reliable – that home-delivery without professional assistance counts for the majority of all births 
among the Hmong (UNFPA 2014b). Of the women I interviewed five out of six have experienced 
both a home-delivery without professional assistance and a delivery assisted by the ethnic midwife, 
which may indicate that these women do not represent the majority of Hmong women. 
 
Turning to my interview methodology, the interviews conducted among the Hmong women 
progressed somewhat differently than I had expected. As discussed in the chapter “Factors affecting 
my results: The research interview – semi-structure”, the semi-structured interview encourages in-
depth, descriptive responses, however both the midwives and the Hmong women answered with 
language characterised by precise, non-descriptive responses. Perhaps a different interview 
methodology, for instance focus group interviews or a more structured approach, could have 
provided me with further knowledge on matters like power structures within the family, the role of 
the mother in law, experiences during birth, etc. Furthermore, having additional time in Meo Vac 
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could have provided me with deeper understanding of practices by for instance observing the 
midwife’s work and her interaction with the Hmong women. Additionally adapting both my 
questions and my way of posing questions in a way more familiar to the participants, likely would 
have elicited different information from them. Another aspect, which might have had an influence 
on my data collection, especially my interviews with the Hmong women, is my male translator (cf. 
chapter on “Factors affecting my results: Translator”). Arguably, the women could have had a 
larger incitement to speak about delicate matters had the translator been female. Language barriers 
have throughout the process been a complicated common denominator due to translation, in some 
interviews from Vietnamese to English and in others from Hmong to English. Throughout his 
ethnographic studies Bourdieu emphasises on the use of language as an important aspect of 
interpretation (in e.g. The Logic of Practice, 1990; An Invitation to Reflexive Sociology, 1992). 
During the translation process, I might have overlooked nuances, which possibly could have 
illuminated other power positions than the ones I have identified. 
 
I turn to ethical considerations as a final reflection in this chapter. As my thesis is publicly 
accessible I have had to consider the ethical implications the interviews pose to as well as my 
analysis may have on the respondents. As stated earlier, I have kept the identities of the Hmong 
anonymous. However, the Hmong midwives and health institution representatives are most likely 
recognisable due to their professional position. I did not detect any direct criticism of the 
Vietnamese health system made by my respondents. Nevertheless, I have considered my 
formulations and the potential implications on my respondents continuously throughout the thesis. 
 
Part three – discussion of my theory 
A field analysis, as I have made, provides an identification of changes within a social arena at a 
given point in time. My analysis allowed me to identify how certain rationales became more 
persuasive and powerful over others for the Hmong women in my research. Pierre Bourdieu was 
useful for this, as his reflexive, sociological apparatus approaches the study object as a construction, 
which reflects both the social agents and the researcher, which continuously should be critically 
reflected upon. Social categories like for instance ‘ethnicity’ or ‘minority’ are constructions, which 
Bourdieu encourages us to challenge because they merely are products of specific perceptions of 
the social world (Wilken 2014: 130). Nevertheless, I have used already constructed social 
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categories like ‘Hmong women’ to identify the social arena. This decision is based on a conscious 
choice, which reflects my socio-historical identification of the field of study. However, the 
construction can be criticised for legitimising already existing categories, which should – according 
to Bourdieu – be challenged and redefined (Wilken 2014: 130). I have attempted to do this above. 
 
There are several points I can critically reflect on pertaining to my application of Bourdieu’s 
theories in my theoretical framework. Apart from his work in Northern Africa, Bourdieu conducted 
his research primarily in a Western context. Clearly, I find it possible to apply his concepts in a 
non-European context such as the Global South, though it is essential to reflect on my decision to 
do so. Several of his concepts like ‘field’, ‘habitus’, and ‘positions’ are possible to apply to my 
empirical findings without much difficulty. Nevertheless, the concept of ‘capital’ has to be touched 
upon as it primarily refers to social class, which does not directly correspond with my study. Very 
different factors were in place in Meo Vac and to apply Bourdieu’s concept of ‘capital’ in an arena 
like the Hmong society, or to be more clear, forms other than the ones he identifies might describe 
the existing Hmong capitals more adequately and on their terms (Esmark 2009: 196). I have applied 
the concept of ‘capital’ in a simple manner to identify how capital influences the field, nonetheless 
it could have been relevant to construct capital, as it exists locally and more in correlation with the 
social arena among the Hmong. Furthermore, my theoretical presentation of Bourdieu’s concepts is 
not an examination of the origin and development of these (which do change throughout his work). 
Instead I have explained and applied his concepts in a manner meaningful to my investigation. 
 
Bourdieu has often been criticised for generating deterministic models of social arenas, by for 
instance Axel Honneth (Mathiesen 2002: 21; Mathiesen & Willig 2005). However, I perceive this 
as a somewhat unwarranted critique as I recognise his approach to ‘field’ (e.g. in Distinction. A 
Social Critique Of The Judgement Of Taste, 1984) as a continuous dynamic process. This can be 
exemplified by his usage and theorising of ‘habitus’, which he argues will be exposed to new 
experiences constantly and thus transform in accordance to these (Bourdieu & Wacquant 1996: 
118-119). In my analysis I have illuminated – especially pronounced in the analysis concerning the 
Hmong midwives – that social interaction is a dynamic process, which pairs to my understanding of 
Bourdieu’s work. The deterministic criticism by Honneth is problematic because Bourdieu 
distances himself to static universal validity and instead perceives, what he calls, the field as a 
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means to illuminate power relations in a specific socio-historic context (Mathiesen 2002: 21). 
Regardless of what it is called, such an approach was useful for my research. 
 
Bourdieu’s constructivist structuralism implies that the agent is a product of external structures, 
which internalise and thus construct the agent (Wilken 2014: 26). He has been criticised to attach 
importance to structure rather than to subjective action (Rasborg 2009: 372-373). This critique is 
relevant in relation to my investigation. I have approached the agents in correlation with Bourdieu’s 
understanding, nevertheless, his theory does not explain individual variation, which can be detected 
within the group of Hmong women, who to a large extent have a similar habitus. For example, one 
woman does not get embarrassed in her meeting with the Vietnamese health system (Interview 1: 
29:00), while another gets very shy (Interview 3: 56). This aspect seems to influence their 
perceptions of the health system, and thus it is questionable if Bourdieu’s theory is able to explain 
all aspects of individual perspectives and practices. It could have been interesting to draw upon 
theories with a different focus on individual behaviour, for example Erving Goffman’s micro 
sociology, to explain nuances within the interviews.  
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Conclusion 
 
“Birth, like death, is universal, but the way that it is experienced, interpreted and 
explained is not” (Vincent Priya, 1990: 5/Rice 2000: 87). 
 
I finish the thesis as I began with the above quote, which elegantly and pertinently embraces one of 
my main conclusions.  
 
In this concluding chapter I return to the different positions and their interrelations within the field 
of reproductive health among the Hmong to answer my problem statement. The field analysis I 
have made contributes to nuance how perspectives and practices of reproductive health are 
constructed. I have shed light over the complexity of positions interacting in a field of power and 
how it has consequences to reproductive health among the Hmong of Meo Vac. I have illustrated 
how the UNFPA and the MOH assume a dominating role in the field. They define the health 
promotion initiative from an international discourse evolving around a medical model to reduce the 
problem of high morbidity and mortality among the ethnic minorities. In correlation with this 
discourse, the institutions determine the educational frame of the ethnic midwives. 
 
I have argued that the ethnic midwives construct their approach to reproductive health locally from 
the above political position and thus their work becomes a prolongation of the UNFPA/MOH-
position. The ethnic midwives are independently to define how to approach norms and practices 
related to reproduction in their local social setting, which they seem to reduce to the common 
Hmong language. Traditionally a pluralistic medical system has existed among the Hmong; 
however, the knowledge the ethnic midwives have obtained through the education appears to 
become authoritative over other knowledge systems, for instance represented by the traditional 
midwife. 
 
From the interviews conducted among the Hmong women, I extract interesting and surprising 
results. Other studies show that Hmong women prefer to give birth in their home setting due to 
varies reasons such as local norms and customs, shyness, ethnics, etc. The habitus of my 
respondents indicates a low position in their local social arena subdued their family, which seems to 
have a great influence on the health doxa. Nevertheless, the Hmong women express how they prefer 
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the ethnic midwife and the Vietnamese health system to local birth assistance like their mother in 
law and the traditional midwife. The ethnic midwife seems to induce a change in health practices, 
that are distanced from traditional practices. None of the six Hmong respondents emphasise local 
norms and customs in contrast to how this aspect is accentuated in several studies. Instead they state 
that the ethnic midwife represents a reproductive health perspective and practice, which they easily 
and preferably can relate to. The women indicate that their knowledge on pregnancy, birth and the 
postnatal period is sparse, however the ethnic midwife appears to accommodate the women’s needs 
and provides information, communication and treatment, which accordingly come to represent the 
‘right’ approach to reproductive health. 
 
The health promotion initiative of reducing the relatively high morbidity and mortality among the 
ethnic minorities appears to have a relevant impact on the target group. The Hmong women adapt to 
new health practices, primarily because the quality of the service, provided by the ethnic midwife, 
accommodates their needs. Nevertheless, local customs and norms are lost in the process because it 
is not a dynamic interaction between local and new reproductive health practices and perspectives 
but a one-way adaptation based on a uniform approach to reproductive health. As the above quote 
indicates, birth is not perceived equally around the World but is connected to the specific social 
setting. This aspect seems to be somewhat disregarded in the health promotion initiative of 
educating ethnic midwives and implementing new reproductive health practices. 
 
  
 85 
Final perspective 
To reduce reproductive mortality and morbidity among the ethnic minorities is clearly a relevant 
health promotion effort. In the above I have presented how this is approached on a political level 
and how this position is affecting local health perspectives. I have also questioned the rather 
uniform/’one size fits all’ strategy to health, which, I believe to some extent, frames the initiative of 
the ethnic midwife. Other strategies could enable an inclusion of cultural practices and preferences 
as well as high quality of professional health assistance. My interviews with the Hmong women 
indicate that they have ‘chosen’ the medical model, still one aspect does not exclude the other! For 
instance, it is not an obstetric obstacle to consider the burial of the placenta, the birth position, or 
attendance of a family member - as such to contextualise the birth, not only by including language, 
but also by including local norms and preferences – an approach that could accommodate several 
challenges. By embracing the work of the traditional health workers and the mother in law, the 
different positions might mutually gain from a practise and knowledge exchange. Furthermore, to 
embrace women’s various needs, for example the attendance of a family member during birth, 
results in better experiences, which have a positive impact on breastfeeding, the connection between 
mother and child, postpartum depression, etc. (Fraser & Cooper 2014). 
 
Moreover, I presume that reproductive health promotion would be able to embrace more women by 
involving their context and culture. For instance, an experience from Peru among indigenous people 
illuminates successful development from a uniform, medicalised model to a service, which includes 
cultural perspectives such as delivery position, the inclusion of family and traditional midwives, etc. 
to make the service more attractive (Gabrysch et al. 2009). It is inexpedient that the ethnic midwife 
autonomously has to decide how to approach culture. She has the precondition to become a relevant 
mediator between the Vietnamese health system and traditional Hmong elements to make the 
initiative including and sustainable. However, she needs to be guided and supported.  
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